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inside as well as outside the hospital... 
staphylococci usually remain sensitive to 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis 





That the sensitivity patterns of “street” staphylococci differ widely from those of 
“hospital” staphylococci is a well-established clinical fact.1> Although strains of 
staphylococci encountered in general practice have remained relatively sensitivete 
a number of antibiotics,® the problem of antibiotic-resistant staphylococci appears 
to be a threat to all patients in hospitals today. It is encouraging to note, however, 
“,.. that a relatively small percentage of strains develop resistance to chloran- 
phenicol, despite the consumption of large amounts of this antibiotic.’’” 


In one hospital, for example, CHLOROMYCETIN “...was the only widely used 
antibiotic to which few of the strains were resistant.’’§ In another hospital, despite 
steadily increasing use of CHLOROMYCETIN since 1956, “...the percentage of 


chloramphenicol-resistant strains has actually been lower in subsequent years.” 
Elsewhere, insofar as hospital staphylococci are concerned, it appears that “... the 


problem of antibiotic resistance can be regarded as minimal for chloramphenicol.” 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including 
Kapseals® of 250 mg., in bottles of 16 and 100. 


See package insert for details of administration and dosage. 


Warning: Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, thrombocytopenia 
granulocytopenia) are known to occur after the administration of chloramphenicol. Blood dyscrasias have 
occurred after short-term and with prolonged therapy with this drug. Bearing in mind the possibility tha 
such reactions may occur, chloramphenicol should be used only for serious infections caused by organismy 
which are susceptible to its antibacterial effects. Chloramphenicol should not be used when other les 
potentially dangerous agents will be effective, or in the treatment of trivial infections such as colds, influ} 
enza, viral infections of the throat, or as a prophylactic agent. 

Precautions: It is essential that adequate blood studies be made during treatment with the drug. While 
blood studies may detect early peripheral blood changes such as leukopenia or granulocytopenia, befor 
they become irreversible, such studies cannot be relied upon to detect bone marrow depression prior 4 
development of aplastic anemia. 
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Editorials 


Thoughts on Medical Education 





In the matter of medical education the 
University of Oklahoma has never been an 
isolated entity, but is a part of the system 
of American Medical Education. As such, it 
reflects as near as is possible the concepts 
that are emerging as solid ones in the sys- 
tem. Below are abstracted a few thoughts on 
Medical Education—taken from a sym- 
posium on the appropriate balance between 
basic and clinical sciences published in a cur- 
rent issue of the JAMA.* 


“Whether the instruction is in the lab- 
oratory or at the bedside, it is the science of 
medicine that must be taught in medical 
school primarily; the art of medicine is 
heady wine which only in the postdoctoral 
years can be sipped with caution, and then 
under the guidance of those who, from ex- 
perience, understand both its power for good 
and its limitations. Throughout both the 
medical school and the postdoctoral years, 
there should be a purposeful and rigorous 
requirement for the student to refine his 
thought processes for presentation in clear 
and precise English, spoken or written. 


“I view with concern a certain pseudo- 
humanism which is beginning to seep into 
medical education; the notion that good sci- 
entific training and logical thought processes 
are somehow incompatible with a warm 
heart or an acceptable bedside manner. As 
a group, I know of no more attractive and 
considerate young men and women than our 
medical graduates. A good knowledge of the 
science of medicine will lend dignity and hu- 
mility to their personality, not pervert it. 
It is well enough to talk about the ‘whole 
man’ as a patient concept, but the high road 
to this objective must perforce lead first 
over the rough stones of cellular biology, the 
hard surface of biochemistry, the quick 
sands of medical psychology. 


“Some of our uncertainties about the med- 


*The Journal of the American Medical Association, Vol. 176, 
No. 9. 
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ical school curriculum arise from the vari- 
able quality and character of medical edu- 
cation in the postdoctoral period, including 
the intern and residence years. Were we 
more clear concerning the objectives and the 
nature of this phase of a physician’s educa- 
tion, perhaps we would feel more secure in 
developing the predoctoral curriculum. The 
next great step in medical education is to 
direct our collective thinking to the prob- 
lems of the postdoctoral education period. 
Then it will be more nearly feasible to be in 
balance throughout the whole span of formal 
medical education. 


“To return to the original question that 
forms the basis of this discussion, in my 
opinion we should stand firm for the notion 
that medicine needs more science, not less. 
Physicians, like all educated men, should be 
aware of the great humanistic and sociolog- 
ical forces that help to mold our character 
and impinge upon our daily life. Indeed, it 
is imperative that the physician practice 
scientific medicine within that context. But 
it is greater scientific knowledge that has 
brought better health to human beings.” 


Thomas B. Turner, M.D., Dean, 
The Johns Hopkins University 
School of Medicine, Baltimore 


“In short, the most effective way to elimi- 
nate the increasing cleavage between the 
basic sciences and clinical sciences in the 
medical school is to increase the strength 
and scope of the preclinical departments. 
This proposal does not involve any retreat 
from the responsibilities of the clinical de- 
partment. On the contrary, I believe that 
these departments, and especially the depart- 
ments of medicine, must play a very direct 
role not only in extending the influence of 
the preclinical departments but also in pro- 
viding some of the faculty members who 
will be needed.” 


Lewis Thomas, M.D., Chairman and 

Professor, Department of Medicine, 

New York University School of 
Medicine. 
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Hypoglycemia Producing 
Extra-Pancreatic Neoplasms 


During the past few years anatomic pa- 
thology has often been regarded as a closed 
frontier in medicine, as “death house pa- 
thology”, and as less dynamic than clinical 
pathology. However, the value of anatomic 
pathology has always depended upon the 
integration of diseased body structures with 
diseased body function; pathologic physi- 
ology without anatomic foundation would be 
just as baseless as an undue emphasis on 
morphologic changes without consideration 
of their physiologic implications. Anatomic 
pathology has been revitalized by such new 
techniques as electron-, phase-, and fluores- 
cent microscopy, and histochemistry. Con- 
stant correlation with physiology has yielded 
such recent discoveries as the serotonin com- 
plex in carcinoid tumors, or the aldosterone 
metabolism and its relation to the adrenal 
cortex and to cortical adrenal adenomas. 


Also in the last few years, an ever-increas- 
ing number of large mesodermal, as well as 
of large epithelial, neoplasms has become 
known, which fascinatingly are associated 
with spontaneous episodes of hypoglycemia. ' 
These tumors have no relation whatever to 
island cell tumors of the pancreas either in 
structure or in location. Their relation to 
hypoglycemic episodes is well established 
since upon their removal these episodes cease, 
but re-occur if the tumor re-occurs or metas- 
tasizes. The existence of these tumors is not 
generally well known, as is apparent in a 
fairly recent article by Menguy’ on hyper- 
insulinism in which these tumors are not 
mentioned. Yet in the review article refer- 
red to’ twenty-six cases of mesodermal and 
twenty-three cases of epithelial neoplasms 
were found to have been published, none of 
them related to the pancreas. The common 
denominator of these neoplasms is their 
large size and weight, the latter ranging be- 
tween 770 and 9000 grams. The mesodermal! 
tumors were located in the pleural cavity 
(28%) or in abdomen (72%) and all ap- 
peared to be related to either pleural or peri- 
toneal mesothelium. Twenty per cent were 
classified as benign and 80% as malignant, 
the latter with recurrence and metastasis. 
The mesodermal character of these tumors 
is reflected in the histological diagnosis, 
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which lists fibromas, various types of sar- 
‘comas, mesotheliomas, and hemangioperi- 
cytomas. There was no relation in any of 
them to the pancreas. 

The pathogenesis of hypoglycemia asso- 
ciated with these tumors is by no means 
clear. Various theories were advanced, par- 
ticularly those considering the universally 
very large size of these neoplasms, implicat- 
ing glucose hunger of the tumor and ab- 
normal glycogen storage in it. Pressure upon 
sympathetic nerves was assumed to be in- 
terfering with glycogen mobilization. More 
recently, however, an insulin-like substance 
was found in three cases by bio-assay meth- 
ods. Such substance need be present in only 
very small amounts per weight unit of tu- 
mor. The very large size of the tumors 
makes this of physiologic significance. 

Another group of large tumors, epithelial 
rather than mesodermal in structure, and 
located in either liver or adrenals, also has 
been known to be associated with spon- 
taneous hypoglycemic episodes.' They are 
all classified as primary adrenal or hepatic 
carcinomas. No insulin was found in any 
of them and abnormal glycogen storage in 
these equally huge neoplasms with diversion 
of glucose has been thought to be respon- 
sible for the hypoglycemia. Two cases of 
peritoneal pseudomyxomas associated with 
hypoglycemia were included among the epi- 
thelial neoplasms. 

The knowledge that spontaneous hypogly- 
cemia can be caused by neoplasms, other 
than island cell tumors of the pancreas is 
obviously of considerable practical impor- 
tance to physicians. In addition, these tu- 
mors present a challenge to discover the 
true pathogenesis of the hypoglycemia asso- 
ciated with them. As physicians become 
more aware of this entity many more cases 
will, no doubt, become known since we so 
often recognize only what we already know 
to exist. Few of us are endowed with se- 
rendipity, but one wonders how these huge 
tumors prior to 1954 escaped attention to 
such an extent that only five sporadic cases 
of mesodermal tumors were published be- 
tween 1930 and 1949 and nine before 1930. 
—L.L. 
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PRESIDENT’S LETTER 


Responsibility for the Emotional Welfare of the 
Patient and Those Who Have Reason to be Interested 


It seems reasonable to suppose that any person who is ill for any 
reason whatever, and who seeks medical advice, is most likely to be 
concerned with several questions which may be generalized as follows: 


5. 


2 


9 


o. 


A. 


What has happened to me? 
What is its meaning? 
What should be done about it, and 


How am I to get along? 


It is suggested that these questions should be answered, in so far 
as it is reasonably possible, and a clear picture should be presented at 
least to a responsible member of the family, and probably to the patient. 





July, 1961—Volume 54, Number 7 





A very solemn and serious obligation is imposed by these questions. 


In brief, of course we should apply the old adage of trying to treat 
our patients as we ourselves like to be treated. Any service which omits 
this principle is inadequate and unworthy. 


President 


Stic Postotnr-to 












cientific _A, icles 


An interesting case of intestinal obstruction is | 
presented in which a Meckel’s diverticulum and | 
appendix were joined with inflammatory adhes- | 
ions forming an adhesive band type of obstruc- 
tion. 







Meckel’s Diverticulum 


MEcKEL’s DIVERTICULUM and its 
complications present a very interesting 
problem in the differential diagnosis of ab- 
dominal pathologic conditions. Our case 
presented an unusual complication of Meck- 
el’s diverticulum. 


Meckel’s diverticulum is the most common 
anomaly of the gastrointestinal tract. Mot- 
tram and Garland' reported incidence at 
autopsy of approximately 2% in the general 
population. In 17,000 autopsies performed 
at Johns Hopkins, 124 Meckel’s diverticula 
were found with an incidence of 0.73% as 
reported by Rich.” Jay, Margulis, and 
others,’ studied the proven cases of Meckel’s 
diverticulum at Henry Ford Hospital be- 
tween the years 1918 and 1948 and found 
103 cases. Of these 55 were demonstrated at 
operation, 48 were found at autopsy. Wil- 
son* estimated that in approximately 20% 
of the persons with Meckel’s diverticulum 
symptoms or complications will develop lead- 
ing to diagnosis of condition at operation. 
Meckel’s diverticulum is symptomatic more 
often in the young, the average age of pa- 
tients in McHardy’s' series being 19.2 years. 
In general it is estimated that Meckel’s di- 
verticulum is twice as frequent in males as 
in females. 
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HADI M. MALEK, M.D. 
RICHARD E. WITT, M.D. 


Hadi M. Malek, M.D., who graduated from 
Tehran University in 1942, limits his practice 
to general and thoracic surgery. He is with the 
U.S. Veterans Administration Hospital at Mus- 
kogee. : 

Doctor Malek is a member of the Texas Chap- 
ter of the American College of Surgeons and a 
Fellow of the American Geriatric Society. 

A 1941 graduate of the University of Okla- 
homa School of Medicine, Richard E. Witt, M_D., 
is a Diplomate of the American Board of Sur- 
gery and is now Chief of the Surgical Service 
at the U.S. Veterans Administration Hospital at 
Muskogee. 

Doctor Witt is a Fellow of the American Col- - 
lege of Surgeons and the Southwestern Surgical 
Congress and a member of the Oklahoma Sur- 
gical Association. ... 


Usually the diverticulum will lie within 
91 to 110 cm. of the ileocecal valve. The ex- 
perience of Jay, Margulis’ and others is 
apropros. They found that 4% of the di- 
verticula lie within the terminal 6” or 15 
cm. of the ileum; 28% within the terminal 
18” or 46 cm.; 72% were within the terminal 
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36” or 91 cm.; 28% were found beyond the 
91 cm.; and in this series one was found 
to be 66” or 167 cm. above the ileocecal valve. 
They suggest, and rightly so, that in search- 
ing for a Meckel’s diverticulum the terminal 
5’ of ileum be inspected before closure. 


The jength of the diverticulum may be 
0.5 to 8.5 em., the average being 4.4 cm. as 
reported by David Schwartz.’ The base di- 
ameter can vary from a few mm. to a size 
equal to that of the small bowel. The con- 
figuration of the diverticulum may be con- 
ical, saccular, vermiform, filiform, hemis- 
pheric or sausage-like. The usual criteria 
for identification of a Meckel’s diverticulum 
is: (1) the diverticulum should lie on the 
antimesenteric border of the ileum proximal 
to the ileocecal valve; (2) a separate blood 
supply should exist in the form of a mesen- 
teriolum; (3) the diverticulum should show 
all layers of small intestine. A large number 
of diverticula in the acute and chronic cases 
have a gastric type of mucosa. This can pro- 
duce the gastric ulcerations and bleeding 
typical of gastric mucosa. It is now general- 
ly accepted that peptic ulceration is found 
mostly at the edge of the heterotopic mucosa 
and is associated with secretory function of 
that area.’ In the series of Jay’ and others, 
pancreatic tissue was found in three speci- 
mens; one showed well developed Islands of 
Langerhans. 


Meckel’s diverticulum may float freely 
within the abdomen causing no symptoms, 
or it may become acutely inflamed produc- 
ing the symptoms of acute inflammatory 
process within the peritoneal cavity, or it 
may be attached within the abdomen pro- 
ducing intestinal obstruction. Greenblatt* 
offered a classification which is useful: (1) 
incidental, no disease, lined by small intes- 
tinal mucosa; (2) inflammatory type; non- 
specific, trauma, foreign body, parasites; 
specific, tuberculosis or typhoid; (3) ob- 
structive type; torsion or volvulus intus- 
susception with diverticulum as a starting 
point, diverticulum knotting around intes- 
tinal bands, incarceration of a hernia; (4) 
peptic ulceration, hemorrhage and perfora- 
tion; (5) tumor, benign, malignant and 
heterotopic tissue. 


The symptoms and physical findings of 
Meckel’s diverticulum are variable and they 
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are usually the result of complications asso- 
ciated with Meckel’s diverticulum. The most 
common symptoms of diseased Meckel’s di- 
verticulum is the passage of red _ blood 
through the rectum, as emphasized by 
Haber’ and Jay’ and others; evidence of an 
acute inflammatory process within the peri- 
toneal cavity. A rather indefinite continuous 
gnawing type pain similar to peptic ulcer is 
noted and it is assumed that this is due to 
outpouring of secretions causing spastic con- 
traction of the diverticulum. Perforation 
of the Meckel’s diverticulum resulting in 
diffuse spreading peritonitis may be the 
clinical picture. Among the important clin- 
ical pictures of Meckel’s diverticulum are 
those due to intestinal obstruction. This is 
caused by rotation of the bowel about the 
diverticulum forming a volvulus, or there 
may be adhesions with herniation of the in- 
testine through the adhesions. 


Preoperative diagnosis of Meckel’s diver- 
ticulum is rather rare. Mottram and Gar- 
land! in 1945 reviewed the literature and re- 
ported only 25 cases were correctly diag- 
nosed roentgenologically. These authors em- 
ployed small water-barium meals which 
demonstrated barium collections in the mid 
or lower portions of the abdomen not con- 
forming to the shape or appearance of nor- 
mal bowel pattern. The density of the bari- 
um collection varied during the day depend- 
ing upon the extent of its dilution with in- 
testinal contents. The barium remained 
there through emptying of the small bowel. 
Diagnosis by x-ray is not used by many since 
it is difficult and unreliable due to lack of 
uniformity of location and size of the di- 
verticulum. 


The treatment of complications of Meck- 
el’s diverticulum is primarily surgical. Our 
case is interesting because the Meckel’s 
diverticulum was adhered to the tip of 
the appendix producing a constriction of the 
distal part of the ileum causing intestinal 
obstruction. The Meckel’s diverticulum was 
about 30 cm. from the ileocecal valve. 


Case Report 


This 68-year-old colored male was admit- 
ted to the hospital on September 5, 1960 
with chief complaint of nausea, vomiting 
and diarrhea. For about five years this pa- 
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tient had been having recurrent episodes of 
diarrhea which subsided under medication 
prescribed by his family physician. He had 
been to the hospital on numerous occasions. 
previously and many diagnoses were made. 
Of interest in previous diagnoses was that 
in December, 1956 he was hospitalized for 
gastrointestinal complaints and diagnosis of 
gastroenteritis, acute, was made. At that 
time examinations included a gastrointestin- 
al series, barium enema, gallbladder series, 
chest plate, gastric analysis and stools for 
occult blood. These were all within normal 
limits. His complaints on the present admis- 
sion began about 36 hours prior to entering 
the hospital. He stated he had a bologna 
sandwich for lunch and following that he de- 
veloped cramping abdominal pain. This was 
followed by persistently recurrent cramping 
pain associated with nausea, vomiting and 
diarrhea. His symptoms persisted and he 
was brought to the hospital for further ob- 
servation and treatment. 


Physical examination showed a 68-year- 
old colored male who at the time of admis- 
sion was not acutely ill. There was mild 
pedal edema. There was a systolic murmur 
at the apex which appeared to be transmit- 
ted. There was a marked distention of the 
abdomen with some tenderness over the epi- 
gastric region. Bowel sounds were active 
with a high pitch. 


Laboratory examinations on 9-5-60 re- 
vealed W.B.C. was 12,600 with 90% neu- 
trophils, 8% lymphocytes and 2% mono- 
cytes; R.B.C. 4,450,000; hematocrit 46; 
hemoglobin 14.2 grams; bleeding time 214 
minutes and coagulation time 1114 minutes. 
Urinalysis showed 3+ albumin, many granu- 
lar casts and occasional white blood cells. 
On 9-6-60, W.B.C. was 6,000 with 69% neu- 
trophils, 4% bands, 24% lymphocytes, 2% 
monocytes and 1% eosinophils. Microfloc- 
culation was nonreactive. Chlorides were 98 
meq/liter; sodium 142 meq/liter; potassium 
4.2 meq/liter. 


A chest film showed calcified plaques in 
the aortic knob; heart was not grossly en- 
larged and lung fields were clear. Abdom- 
inal films on 9-5-60 showed multiple dis- 
tended loops of small bowel and long air- 
fluid levels in the distended loops indicative 
of a mechanical obstruction. Only a small 
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Specimen showing open appendix with open Meckel’s 
diverticulum and area of dense fibrous adhesions be- 
tween. 


amount of gas was seen in the right portion 
of the colon. Abdominal films on 9-6-60 
showed a mechanical small bowel obstruction 
as previously described. Electrocardiogram 
was read as within normal limits. 


At operation the appendix was found to 
be adhered to a Meckel’s diverticulum, which 
was about 30 cm. from the ileocecal valve, 
making a band which constricted the ileum. 
Proximally the ileum was distended. The 
appendix was freed and the appendix and 
Meckel’s diverticulum were excised. 


Pathological report on gross description 
showed specimen consisted of an irregular 
shaped portion of tissue which measured 7 x 
1.9 x 1 em. It was made up of an appendix 
which had been fused to a diverticulum. The 
appendix proper measured 5 x 0.8 cm. The 
fusion occurred at the tip of the specimen. 
The diverticulum measured 2 x 1 x 0.9 cm. 
The mucosa of both the diverticulum and 
the appendix appeared to be intact. The 
fusion was produced by fairly dense, fibrous 
adhesions and there was considerable hemor- 
rhagic discoloration of the serosa in this 
area. A section through the junction of the 
diverticulum and the appendix was pre- 
served for microscopic study. 


Microscopic examination revealed that the 
mucosa of the appendix was intact. There 
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was considerable deposition of fibrous con- relative to Meckel’s diverticulum is present- 
nective tissue and adipose tissue within the ed. 

lamina propria. A small diverticulum-like 
structure was in the plane examined, lined 
by somewhat incomplete mucosa, but this 
was more artefact than actual ulceration. 
The two were adherent to each other by 


2. An interesting and unusual case of 
intestinal obstruction due to adhesions be- 
tween a Meckel’s diverticulum and the tip 
of the appendix is presented. 


dense, fibrous adhesions. In the subserosal REFERENCES 
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. lum. Am. J. of Roentgenology, 53: 142, 1945. 

of mononuclear inflammatory cells with 

. 2. Rich, A. R.: Personal communication to Owen, J. K., 
some hemorrhage on the surface. It was dif- and Finney, G. (Owen, J. K. and Finney, G.: Surgical as- 
fi It t t : h th thi ° f] pects of Meckel’s diverticulum. South. M. J., 42: 98, 1949.) 
1cu 0 vane ain be e me : 18 In —_—— 3. Wilson, H.: Meckels diverticulum. Am. J. Surg., 56: 614, 
tory reaction was primarily in the appendix 1942. 

7 ; ; . 4 4. McHardy, G., Bechtold, J. E., and McHardy, R.: Hemor- 
or in the diverticulum. The inflammation rhage penn primary disease of the mesenteric small intestine. 
was of extreme low-grade activity. There SS Soe > ee 

* . : 5. Jay, G. D., Margulis, R. R., McGraw, A. B., and North- 
was no evidence of neoplasm. Diagnosis: rip, R. R.: Meckel’s diverticulum—A survey of one hundred 
° e P ° S. hives of Survery, 61: 158, 1950. 

A ndix d M ’ and three cases. Arc 

i atk — eckel . diverticulum, with 6. Schwartz, David: Meckel’s diverticulum. Am. J. of Sur- 
dense fibrous adhesions between them, and gery, 92: 486, 1956. 

i i i 7. Curd, H.: Histologic study of Meckel’s diverticulum with 
with focal subserosal inflammatory reaction special reference to heterotopic tissues. Archives of Surgery, 
and scarring. 32: 506, 1936 


8. Greenblatt, R. B., Pund, E. R., and Chaney, R. H.: Meck- 
el’s diverticulum. Am. J. of Surgery, 31: 288, 1936. 


Haber, J. J.: Meckel’s diverticulum. Am. J. of Surgery 


This patient made an uneventful recovery. ; 
73: 468, 1947. 


Summary and Conclusion ee ; 
Veteran’s Administration Hospital 


1. A discussion of some of the literature Muskogee, Oklahoma 


Legislative Roundup 


H.R. 6027 has been cleared by House and Senate conferees, thus assuming passage. 
It will increase minimum social security benefits to $40 a month, raise widows’ benefits to 
82.5% of the insured workers retirement benefits, lower retirement age of men to 62 (at 
80% of what would be received at 65) and generally ease eligibility requirements for 
OASI. It will be financed by a 14,.% boost in Social Security taxes. 


H.R. 4222 (the King-Anderson bill) will come up for committee hearings this month in 
the House Ways and Means Committee. The AMA and key state medical societies (with 
representatives on the committee) will testify against providing health care to social se- 
curity beneficiaries, as the measure provides. A fair test for the Kerr-Mills bill will be 
sought before any additional legislative action is taken. 


S. 1552. AMA representatives were leadoff witnesses on the Kefauver Drug Bill when 
hearings of the Anti-Trust Subcommittee were begun on July 5. The bill seeks to limit 
patent rights on drugs, requires more use of generic instead of trade names, and requires 
Federal testing of the efficacy as well as the safety of new drugs. 
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MEDICAL GRAND ROUNDS 








Chronic Alcoholism 


EDITED BY 
Thomas N. Lynn, M.D.* 


PARTICIPANTS: 


Case Presentation, Eugene E. Smith, M.D.*** 

Presentation of x-rays, John Owens, M.D.‘ 

Discussion, L. J. West, M.D.,*+ and James F. Ham- 
marsten, M.D.*+* 


Chief Complaint: Pain in the jaw inter- 
mittently of three days’ duration, and chron- 
ic alcoholism of about 20 years duration. 


Present IllnessS The patient is a 46-year- 
old male who was in his usual state of health 
until three days prior to his admission. At 
that time, during a period of increased al- 
coholic intake, he fell down a flight of stairs 
and was unconscious for a period of approxi- 
mately five minutes. He continued drinking 
and one day prior to admission, he again fell 
down a flight of stairs but did not lose con- 
sciousness. On the day of admission he was 
seen at another hospital and referred here. 
On admission he was seen by the Oral Sur- 
gery service where a diagnosis of bilateral 
fracture of the body of the mandible was 
made. That evening he had a grand mal 
seizure and postically had bilateral Babinski 
responses. The past history is remarkable 
only in that since childhood, during febrile 
episodes, the patient has had hallucinations. 
The review of systems is non-contributory 


*Chief Medical Resident, University of Oklahoma Hospitals. 

**Associate Professor of Medicine, University of Oklahoma 
Medical Center. 

***Resident in Medicine, University of Oklahoma Medical 
Center. 

+Resident in Radiology, University of Oklahoma Medical 
Center. 

++Professor and Head, Department of Psychiatry, University 
of Oklahoma Medical Center. 


+++Chief of Medical Service Veterans Administration Hos- 
pital, Oklahoma City, Oklahoma, and Associate Professor of 
Medicine, University of Oklahoma Medical Center. 
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except for a history of having had syphilis 
in 1940 and gonorrhea in 1943. 


Family History: The patient felt that 
his father had “some type of mental dis- 
order.” One sister is a registered nurse and 
has been hospitalized on several occasions 
for barbiturate habituation. One brother 
has been hospitalized since World War I for 
“schizophrenia,” and another brother is an 
alcoholic. 


Social History: The patient was born 
the youngest of twelve children to a wealthy 
Irish family. His father was a very stern 
and domineering person who gave very little 
praise for things well done by his children 
and was continuously comparing his chil- 
dren with those of his neighbors. He was 
feared and respected by all in the family in- 
cluding the mother. The patient could ex- 
press no real love for his father but felt 
his mother to be kind and considerate. He 
took his first drink of alcohol at age nine. 
By the time the patient had reached early 
adulthood, most of his brothers and sisters 
had left home and he was forced to do most 
of the housework and care for his parents. 
He did quite poorly in school, quitting at the 
age of 16 while in the tenth grade, and left 
home. He soon began to have an increased 
alcoholic intake and became very bitter be- 
cause he was unable to learn a trade. He 
married a showgirl at the age of 24. The 
marriage lasted approximately three years 
and terminated in divorce because his wife 
was “running around.” Following this, his 
drinking increased to as much as two to 
three pints a day along with several beers. 
He has been working as a cook since then. 
Currently, he works at odd jobs during the 
summer and cooks during the winter. He 
lives alone in a one room apartment and has 
no hobbies but drinking. 
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Physical Examination: Blood pressure 
120/80, pulse 88, respirations 16. The pa- 
tient is a thin white male who is poorly 
nourished but neat and friendly. He an- 
swers questions quite frankly and easily. 
There are ecchymosis about the eyes, an- 
terior neck, shoulders, and the legs. There 
is swelling and tenderness of the jaw, es- 
pecially on the left side. The only other posi- 
tive findings are occasional scattered expira- 
tory wheezes in the lungs, questionable tes- 
ticular atrophy, a fine tremor of the out- 
stretched hands, and weakness of the left 
upper eyelid which has been known to be 
present since childhood. 


Laboratory: The hemoglobin, hemato- 
crit, prothrombin time, serum bilirubin, total 
serum protein and A/G ratio, alkaline phos- 
phatase, cholesterol, BSP retention in 45 
minutes, transaminase studies, urinalysis, 
blood urea nitrogen and fasting blood sugar 
are all within the limits of normal. The 
VDRL is positive, and the serum magnesium 
is 1.85 mEq./L with the normal being 2.05 
mEq./L. His thymol turbidity is 0.6 units 
and his EKG is normal. 


Hospital Course: His hospital course has 
been uneventful. The only therapy he has 
received has been multiple vitamins and a 
soft high protein diet. 


Doctor Robert Bird: Doctor Owens, have 
you some films on this gentleman? 


Doctor John Owens: The first film is a 
PA view of the skull and on this view, frac- 
ture lines through the mandible are appar- 
ent but the remainder of the skull appears 
normal. The oblique skull views perhaps 
show the fracture lines more clearly. The 
lateral views show a sella turcica which is 
at the upper limits of normal in size, but 
otherwise unremarkable. The Water’s views 
show some clouding of both maxillary 
sinuses that is due to thickening of the mem- 
branes. The right frontal sinus is clouded 
and there is some sclerosis about the sinus 
which indicates that this is an old process. 
The ethmoid sinuses on the right are also 
cloudy. The chest film shows a normal heart, 
lungs and osseus structure and very small 
amount of pleural thickening, but this is not 
at all impressive. 
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Doctor L. J. West: It’s really extreme- 
ly difficult to separate the psychologic as- 
pects of alcoholism from all the other as- 
pects. We must attempt to formulate a ra- 
tional understanding of alcoholism as a dis- 
ease, which can only be done through anal- 
ysis of a number of different etiological vari- 
ables that may be operative in all cases and 
that can be present in varying portions in 
each individual. 


In the good old days of descriptive medi- 
cine, there used to be much said about the 
characteristic physical appearance of the 
alcoholic. Just to take one single item, body 
hair distribution was often cited, and clin- 
icians who saw many alcoholics in places 
like Bellevue Hospital lined them up to take 
the students down the row to show that al- 
coholics do not have the ordinary masculine 
distribution of body hair. The fact that 
there are also many non-alcoholics who have 
similar hair distribution didn’t alter the fact 
that this was a clinical impression and a 
valuable one. The appearance of very hairy 
alcoholics didn’t alter the impression either. 


Essentially the same thing can be said of 
the alcoholic temperament. How can we ac- 
count for the presence in an individual of 
a temperament which makes him more sus- 
ceptible to habituation? This habituation 
may be to alcohol or other sedatives, depend- 
ing on factors of availability, exposure, so- 
cio-cultural influences, etc. In this country, 
alcohol is readily available to the average 
individual and most people are exposed to 
it during the usual course of events. Thus, 
habituation to alcohol is more frequent than 
habituation to other sedative chemicals. 


Alcoholism is extremely common, alco- 
holics probably numbering five million in 
this country. Certainly there are one million 
who are sick enough to be grossly obvious 
to the medical profession, and an additional 
four million people suffer from a major 
drinking problem. Since it’s so common one 
would think it would have been possible by 
now to analyze, either by demographic meth- 
ods or otherwise, the nature of family fac- 
tors, cultural factors, or individual psycho- 
logic development factors that would corre- 
late with the occurrence of the disease. Then 
we might be able to recognize some of this 
mysterious essence which goes into making 
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up that “temperament” which is more sus- 
ceptible. I am ashamed and sorry to say 
that such data are not yet available. We 
don’t even know exactly what ethyl] alcohol 
does in the brain, and there is even some 
question as to whether the influences on the 
nervous system which are essential to pro- 
ducing the desire for alcohol are direct, (i.e. 
due to the primary effect of alcohol as it is 
absorbed into the blood and distributed into 
the nervous system), or indirect, (i.e. medi- 
ated via changes in the endocrine glands). 
Furthermore, there is some question about 
how much of what we recognize as “drunk- 
enness” and “hangover” and perhaps also 
part of the alcohol addiction syndromes, are 
due to ethanol per se and how much are due 
to congeners and other chemicals present in 
alcoholic beverages. 


We don’t know why some people respond 
differently to alcohol than do others. It’s 
easy enough to say that alcohol is “a sub- 
stance that dissolves the super-ego” or that 
it is a depressant which diminishes one’s 
control so that more basic personality pat- 
terns emerge when one is under its influ- 
ence; these are glib but merely approxi- 
mately descriptive phrases. The nature of 
the individual differences must yet be dem- 
onstrated. These individual differences in 
reactivity to alcohol are important, because 
the person who becomes alcoholic is someone 
for whom alcohol does something special. It 
does something so special for him that it 
develops a tremendous meaning in his life; 
but there are many other people who use 
alcohol for whom this relationship never 
develops. 


Then there’s the nature of the addiction. 
Why is it that some people become addicted 
so much more easily than do others? What is 
the nature of addiction to alcohol? Is it the 
same as addiction to narcotics (involving 
the triad of habituation, tolerance, and 
withdrawal syndrome) or is it pure habitua- 
tion? Are the symptoms of addiction that 
seem to be present, such as tolerance, with- 
drawal syndrome, and the rest, more ap- 
parent than real and not really a part of 
the alcoholic phenomena? My own impres- 
sion is that there are some alcoholics who 
are definitely addicts, but whether most al- 
coholics meet these criteria, I’m not pre- 
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pared to say at this time. Certainly it’s dif- 
ficult to define the episodic “bender” type 
of alcoholic as an addict. 


Then there is the whole aspect of the re- 
verse of the psychosomatic approach which 
has been much neglected and which is only 
recently becoming a matter of some interest 
again. This “Somato-psychic” viewpoint fo- 
cuses on the ways in which biologic, bi- 
chemic and physiologic aspects of the hu- 
man apparatus influence mental happenings 
or the temperamental picture. Is it possible 
that the fundamental disorder in alcoholism 
may be on a chemical basis, and both the 
drinking and other behavioral and tempera- 
mental signs to be manifestations of this 
more basic flaw in the individual? What 
might the nature of such a characteristic 
be? Some of the most interesting recent 
work along these lines has been done by 
Roger Williams, professor of biochemistry 
at the University of Texas, two of whose 
books at least I think you all will recall: 
Free and Unequal and Nutrition in Alco- 
holism. The latter describes the effects of 
varied diets upon rats in terms of their de- 
velopment of “craving” for alcohol. The 
normal laboratory rat on a normal labora- 
tory diet will not touch alcohol, but if he is 
put on a vitamin deficient diet, he will begin 
to use alcohol and apparently develop a crav- 
ing for it. By studying differences between 
standard strains of rats having a common 
physical appearance, it was possible for Wil- 
liams and co-workers to analyze the effici- 
ency with which the different strains were 
able to extract trace elements from their 
food. Using paper chromatographic meth- 
ods, they were able to show that there are 
some rats that are extremely efficient at ex- 
tracting and metabolizing trace substances, 
vitamins and salts from food. These “effi- 
cient” animals were very difficult to make 
alcoholic. Other strains would show an ab- 
normal desire for alcohol while on a stand- 
ard diet, but this could be prevented by rais- 
ing the vitamin levels in their diets. Fur- 
thermore, the resistant strain could be made 
alcoholic by lowering the vitamin levels in 
their (isocaloric) diets. Such “strain differ- 
ences” may prove to be important to our 
understanding of alcoholism as a disease in 
humans. 
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The extent to which predisposing charac- 
teristics may be hereditary has also been 
suggested by the twin studies of Doctor 
Franz Joseph Kallman at Columbia Univer- 
sity. Kallman has compared the rates of 
development of chronic alcoholism in iden- 
tical twins as compared with fraternal twins, 
feeling that hereditary endowment will be 
the only variable. He finds (as he has found 
in practically all identical twin studies) that 
if one twin is alcoholic the identical is much 
more likely to become so than is the case 
with fraternal twins. 


Purely socio-cultural influences upon tem- 
perament have also been cited as being of 
great importance. The patient presented to- 
day is a Roman Catholic and a chronic alco- 
holic; chronic alcoholism is more common 
among Catholics than Protestants in Boston. 
However, it is less common among Catholics 
than Protestants in southern California. The 
apparent reason for this is that in Boston 
the Catholics are mostly Irish and alcohol- 
ism is quite common among the Irish, where- 
as in southern California the Catholics are 
mostly of Latin extraction and alcoholism is 
less common among people of the Mediter- 
ranean origins than Northern Europeans. 
Apparently in Europe alcoholism is almost 
a matter of latitude. The alcoholism rate is 
low in the southern part of Europe. The 
farther north one goes in Europe, the higher 
the alcoholism rate becomes; in the Seandi- 
navian countries it is the highest of all, even 
higher than in Ireland and the United States 
where it is very high indeed. 


But perhaps these differences are less a 
matter of climate or latitude than of cul- 
turally determined differences in tempera- 
ment among these people. The Scandinavian 
is a rugged individual who does not show his 
emotions freely and in whose family, social 
and religious life, self-control, stoicism, and 
a grim refusal to give vent to his feelings is 
characteristic. The Latin peoples on the 
other hand are quite spontaneous, volatile, 
and express their feelings easily and quickly. 
Even the attitudes toward their religion are 
quite different; differences between Cath- 
olicism among the Italians and among the 
Irish, and the relation of these differences 
to drinking patterns, have been the subject 
of some scientific discussion. 
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Among the classical psychoanalytic dis- 
cussions of addiction-proneness are those of 
Sandor Rado, who defined the pharmaco- 
thymic personality in terms of chronic ten- 
sion and depression. Others have portrayed 
the alcoholic as a latent homosexual individ- 
ual whose passivity is a very prominent part 
of his life, and who is unable to come to 
grips with this. He has been seen as an in- 
dividual who is libidinally arrested at the 
oral level and who is literally returning to 
the bottle and to the sensations attendant 
on nursing through the use of alcoholic bev- 
erages. His desire or craving for alcohol 
represents his inability to break away from 
this pattern. 


Some studies, such as those of Diethelm 
and Sherfey, have involved an attempt at 
biochemical correlates of certain emotions 
that appear to play a prominent part in the 
alcoholic’s psychopathology. The build-up of 
tension and resentment, together with the 
failure to recognize them and hence failure 
to deal with them in a healthy way, may 
cause the patient to turn to alcohol. The ac- 
cumulation of cholinergic substances in the 
blood has been observed in connection with 
these emotions by Fleetwood and others. 


It is possible to find in any given case 
some kind of evidence to support almost any 
view. The patient presented today does not 
have much hair on his chest. He is an Irish 
Catholic. His father and brother are men- 
tally ill, a sister is an addict, another brother 
alcoholic. The patient is a passive, compliant 
kind of individual. Latent homosexuality 
may figure in his failure in the masculine 
role. He doesn’t recognize his own obvious 
resentment and has no way to deal with 
it. He has demonstrated some degree of 
vhysiologic addiction to alcohol by the fact 
that he had a convulsion following with- 
drawal. 


These clinical data remind us that with- 
out a rational etiology, without a rational 
pathogenesis, we cannot enjoy rational treat- 
ment for alcoholism or anything else in med- 
icine, and must struggle with empiric thera- 
pies. If we are truly cognizant of multiple 
etiologic factors, therapy must be related to 
their precise definition. We must consider 
whether hereditary predisposition can be 
genetotrophic in the way it is transmitted, 
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or whether it can represent some more funda- 
mental individual difference in the nervous 
system, or some combination of these; plus 
cultural factors; plus individual psychologic 
factors: plus the factor of exposure to alco- 
hol and what the alcohol comes to mean; 
pilus the development of addiction. All of 
these things add up to a given person to a 
kind of unwieldy syndrome we call alcohol- 
ism. Is it likely that any single treatment 
which is aimed primarily at one of these 
many etiologic factors will be successful 
equally in all cases? When we see where 
treatment A or treatment B or treatment C 
is effective only in about 25% to 35% of al- 
coholic patients, it is not necessarily wise for 
us to say, “Well, that’s all the results that 
anybody ever gets with any treatment of 
alcoholism, therefore, the treatment is irra- 
tional or nonspecific,” or, “we are seeing a 
placebo effect.” Yet the treatment might be 
quite helpful for certain patients who may 
then get lost in the statistical shuffle. We 
aren’t going to know whether or why some 
of our present empirical treatments are ef- 
fective until we develop a more scientific 
understanding of pathogenesis. 


In the treatment of this particular man 
and patients of this kind, one’s best ap- 
proach is to insist on treating the patient’s 
illness as a medical problem. An individual 
may demur and say he doesn’t want to be 
helped, but chances are he does want help, 
just as any sick person wants help. The 
fact that he also wishes to continue exposing 
himself to alcohol is similar to other prob- 
lems that physicians face all the time, and 
should not be the basis for rejecting the pa- 
tient. The obese person wants to go on eat- 
ing; the patient with hives wants to eat 
strawberries; the diabetic wants to break 
his diet; the ulcer patient wants to plunge 
back into his old life situation ; nobody wants 
to take unpleasant medicine. I have found 
the best approach to be some version of the 
following: ‘You are a chronic alcoholic. You 
are ill, and drinking is part of it. Let us 
both accept this. I’m going to help you. I 
accept the fact that you will want to go back 
to drinking and all the rest but I shall still 
try to help you.” The next step is to see 
what treatment works the best. 


At this moment, to the best of my knowl- 
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edge, statistically the most successful single 


event in the arrest of alcoholism is religious 
conversion. A person who undergoes re- 
ligious conversion, as a part of which he 
eschews the use of alcohol, is more likely to 
remain sober than anybody who undertakes 
treatment. The symptoms of chronic alco- 
holism will not arise, at least in major form, 
in people who do not take a drink; and the 
determination not to take a drink following 
conversion is quite strong. 


Alcoholics Anonymous (AA) is an organi- 
zation with which every physician should be 
familiar. Their approach to the alcoholic 
patient is an excellent one. They violate all 
the rules of individual dynamic psycho- 
therapy. They permit the patient to act out; 
they lay on hands; they become emotionally 
involved; they make house calls ad lib in the 
middle of the night; they say, ‘““My troubles 
are as bad as yours.” The result achieved 
by breaking all rules happen to be better 
than the usually published results of treat- 
ment by physicians of an unselected series 
of cases. The probable reason that AA vre- 
ports so many cures (over 50%) is that the 
responsibility for the decision to stop drink- 


ing is the patient’s, and he must make the 
initial contact. 


To a certain extent reported results of 
medical treatment of alcoholism are spu- 
riously low. Their series include cases un- 
ready for treatment, and have mostly been 
associated with a single or standard thera- 
peutic regimen. But there are a great many 
possible medical approaches to this problem. 
Those who view as significant the metabolic 
differences between the alcoholic, and other 
patients, have attempted treatments that 
seem to be rationally based upon these meta- 
bolic differences. Lovell and Tintera have 
described good results with a special diet. 
There have been a variety of treatments 
aimed at making it impossible or difficult 
for a person to drink, ranging all the way 
from locking a person up in a place where 
he can’t get at it, to conditioning a revulsion 
to alcohol, which is easily done but not neces- 
sarily enduring. The continuous administra- 
tion of Antibuse (tetraethylthiuram disul- 
fide HC1) results in the release of acetal- 
dehyde into the blood of a person who drinks 
alcohol, with consequent severe nausea. 
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In all of the various treatments of alco- 
holism which are based upon a prohibition 
of its use, a certain number of acute psy- 
chotic breaks occur and the therapy is 
blamed. My impression has been that such 
illnesses may be acute brain syndromes or 
previously masked psychoses. It is extreme- 
ly difficult to be sure without having fol- 
lowed the case. I merely cite this to show 
that the treatment of alcoholism is not mere- 
ly a simple prohibition of the use of liquor, 
even if one could succeed in doing this. 


Other psychologic problems are bound to 
arise in a person who is psychologically dis- 
turbed so much that he is willing, as is this 
patient, to go on administering to himself 
a substance that he knows is destroying him. 
What this self-destructiveness means I can’t 
say. In the United States we have five mil- 
lion alcoholics, but only twenty thousand 
proved suicides a year. Yet there can be no 
question in any doctor’s mind that there are 
some people who seem deliberately to be de- 
stroying themselves as fast as they can with 
alcohol. How are we going to treat such 
cases? By helping them to feel that life 
might once again have some savor? Perhaps 
each patient must be approached in an in- 
dividual way, and I think it’s important for 
the physician to do it. You can approach 
him with diet; you can approach him with 
hormones; you can approach him with 
vitamins; you can approach him with Anti- 
tibuse; you can approach him with drugs 
that affect the central nervous system and 
diminish his reactivity to the stresses and 
strains of everyday life; you can approach 
him with practical psychotherapy; with psy- 
chiatric referral; with support to become in- 
volved in AA or other types of group ther- 
apy, individual psychotherapy or psycho- 
analysis; with guidance into the hands of 
an appropriate clergyman; when everything 
else fails, with unfailing kindness. The only 
thing that the physician must not do is turn 
his back upon the alcoholic patient, and ac- 
cept at face value the statement “I don’t 
want your help,” thereby leaving the suffer- 
er to his own destruction. 


Doctor Bird: Is it feasible for a general 
practitioner to treat these patients, or do 
you think a psychiatrist should be doing it? 


Doctor West: In most cases a psychia- 
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trist should not be doing it. There’s no rea- 
son to think that psychiatrists are so extra- 
ordinarily successful with alcoholics that no 
one else should attempt treatment. As a 
matter of fact, statistics show quite the con- 
trary. I feel that if the general physician 
accepts the aleoholic as a patient, and makes 
a commitment to him as a patient, his 
chances are as good as, or better than, the 
specialist’s. When he makes a referral, it 
should be for a specific reason in a specific 
case. 


Doctor Bird: Is there a difference be- 
tween alcoholism and other disorders we 
generally lump as social disorders or psy- 
chopathic traits? 


Doctor West: The attempts to classify 
alcoholism according to personality types, or 
the nature of the basic personality disorder, 
always end up something like this: (1) A 
certain percentage of alcoholics are neu- 
rotic, and these we call compulsive drinkers. 
(2) Other alcoholics are really psychotic, 
usually schizophrenic, and are using alcohol 
in an attempt to keep their symptoms under 
control or to escape from them. (3) A third 
group of alcoholics are emotionally unstable, 
impulsive, immature, and happen to become 
drunkards; these are psychopathic person- 
alities or character disorders. (4) Finally, 
there’s a group that doesn’t fit into any 
classification, and doesn’t seem to have any 
significant psychiatric disorder other than 
addiction to alcohol or profoundly disturb- 
ing periodic drinking bouts; these have been 
called “‘essential’” alcoholics. The fact of the 
matter is that in the ranks of the alcoholics 
one may see a gamut of psycho-pathology 
from normal personalities through the range 
of all personality disorders. I for one have 
never been satisfied that there is a single 
alcoholic personality type. 


Doctor Bird: I wonder if you would de- 
fine an alcoholic for us. 


Doctor West: There are many defini- 
tions of alcoholism. The one I prefer is rath- 
er broad and inclusive, but I have found it 
to be useful: A person is a chronic alcoholic 
when the use of alcohol is interfering with a 
successful life (whether it be physical health, 
personality function, family or social aspects 
that are most affected) and he either will not 
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face the fact that this is so, or else cannot 
stop using alcohol even though he is aware 
of its disastrous effects on him. This defi- 
nition includes the steady drinker and the 
episodic drinker; it includes the individual 
whose alcoholism doesn’t seem to be inter- 
fering with his performance on the job, but 
whose family is breaking up. It’s quite in- 
clusive. 

Doctor Bird: Now this patient, incident- 
ally, also exhibited for us a problem which 
is common among those who have had alco- 
hol intake over a long period of time and 
that is the “withdrawal seizure.” 


Doctor James Hammarsten: I would like 
to talk about shakes, DT’s and rum fits, and 
present some evidence suggesting that mag- 
nesium may be related to these disorders, at 
least to the first two. It is known that alco- 
holics, when they are admitted to hospitals, 
frequently have been vomiting, many are 
dehydrated, they may have abnormalities of 
sodium, of chloride, and that they may be 
deficient in potassium. All of this is true. 
None of these deficiencies, however, in other 
patients will produce symptoms resembling 
shakes, delirium tremens or rum fits. In 
contrast to this, tremor, hallucinations and 
convulsions have all been described in mag- 
nesium deficiency. (1) In studies performed 
by a Doctor Ed Flink at Minnesota, he first 
showed that the serum magnesium in a 
group of alcoholics coming on with tremor 
and delirium or with tremor without de- 
lirium was lower than normal. This was the 
first evidence that there may be magnesium 
deficiency present in alcoholics who present 
with these symptoms, although in the past, 
magnesium sulfate had been used empirical- 
ly in the relief of such symptoms. It has 
been found that a rise in the serum mag- 
nesium level occurs in the hospitalized alco- 
holic eating a normal] diet, and that this rise 
corresponds closely in time with the disap- 
pearance of their symptoms. It was also 
found that about half of the patients with 
delirium tremens have serum magnesiums 
falling within the normal range. Despite 
this, it appears that these patients improved 
with the administration of parenteral mag- 
nesium. It is well known that magnesium is 
predominantly an intracellular cation and 
one might then suspect that if a patient were 
depleted, he could have marked depletion 
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_and still have a norma] serum level such as 
may occur with potassium. There has been 
some evidence bearing on this particular 
point. Using red blood cells, Doctor W. O. 
Smith and I° showed that even though the 
plasma magnesium levels were low or nor- 
mal, the red blood cell magnesium was uni- 
formly low and that with magnesium ther- 
apy, this cellular magnesium level rises to 
normal! values. This is at least some evidence 
confirming an intracellular deficit in pa- 
tients with delirium tremens. 


Doctor Flink' had done another interesting 
study in which he used alcoholics who had 
tremor but without delirium, and normal 
controls. They were fed a constant diet con- 
taining a known amount of magnesium, and 
on this diet the normal controls were in neg- 
ative magnesium balance. In contrast to 
this, the alcoholics with tremor were in posi- 
tive magnesium balance but the alcoholics 
were retaining a significantly larger amount 
of magnesium than were the normal con- 
trols. Again this study confirmed that there 
was a total body deficit of magnesium in 
these patients. 


Flink® has performed a controlled study 


on the treatment of delirium tremens with 
magnesium sulfate showing that in the 
treated group, tremor disappeared in 65 
hours and in the control group in 105 hours; 
this is significantly different. Visual hal- 
lucinations lasted only about half as long in 
duration in the treated group as opposed to 
the control group and again this was sig- 
nificantly different. A delay in improve- 
ment following the administration of mag- 
nesium has been reported by others and has 
been observed by us. I think delayed im- 
provement would make sense if the impor- 
tant deficit is an intracellular deficit since 
we have shown by using Mg 28, that mag- 
nesium moves into the cells rather slowly. 
I think this suggests that at least one of the 
important features in patients with delirium 
tremens is a magnesium deficiency. I’m cer- 
tain that it is not the entire answer to the 
problem. 


Could the convulsion that this man had be 
on the basis of magnesium deficiency? We 
have observed convulsions in people who had 
magnesium deficiency due to other causes 
so I think that it is possible. In addition to 
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this, one other consideration is hypogly- 
cemia. In three alcoholics with only mild 
liver disease that we have seen, we found 
blood glucose levels as low as ten milligrams 
% during a convulsion. Evidently hypogly- 
cemia may occur in alcoholics and may be 
a cause for some of the seizures. We have 
not had the opportunity to obtain magnes- 
ium levels at the time of the convulsion in 
any patients and this, obviously is evidence 
that should be obtained. In regard to the 
question or the comments that both Doctor 
Bird and Doctor West made, that the con- 
vulsion is a withdrawal symptom; over half 
of the patients will still be drinking at the 
time they develop their symptoms, so the 
symptoms may develop after withdrawal of 
alcohol but they may develop while the in- 
dividual is still drinking. The patients that 
I’ve seen where convulsions developed after 
the withdrawal of alcohol, were people who 
were vomiting or individuals with a compli- 
cating illness and who did not begin eating 
at the time. I’ve never seen an instance of 
delirium tremens in a patient who either be- 
gan eating when he stopped drinking or 
who was given parenteral fluids containing 
magnesium at the time that alcohol was 
withdrawn. So that it is possible, I think, in 
some instances that withdrawal is important 
but it is not a necessary feature of the dis- 
order of delirium tremens. One study was 
concerned with the possibility that vitamin 
deficiencies might be important in these 
symptoms. One man was given adequate 
amounts of thiamine, adequate amounts of 
nicotinic acid and adequate amounts of whis- 
key while in the hospital. This patient de- 
veloped delirium tremens while receiving 
these vitamin preparations. In addition to 
this, the improvement that has occurred 
after the administration of vitamins in these 
circumstances has not been striking. I am 
certain that alcoholics do have vitamin defi- 
ciencies but I’m not certain how important 
they are. 


Doctor Robert Schneider: Would you 
comment on the balance studies with mag- 
nesium in relation to other ions and the in- 
fluence of adrenocortical steroids on mag- 
nesium ? 


Doctor Hammarsten: As I said earlier, 
I think there are some alcoholic patients 
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who have deficits of other anions and cations 
but as near as I know this has not been a 
consistent finding in all patients. Many of 
them had been vomiting, and they are going 
to be deficient in various electrolytes. There 
is a relationship between magnesium and 
calcium. They antagonize each other; for 
instance, the patients with hypercalcemia 
will have a low magnesium but I not know 
of any specific relationship with other ca- 
tions and anions. In regard to the effects of 
steroids, we have done a few studies and 
have shown no effect. There is, however, 
scattered evidence that some relationship 
may exist between magnesium and aldos- 
terone but this has not been too carefully 
studied. Steroids have been used in the treat- 
ment of delirium tremens and so have a lot 
of other things. Patients in general recover 
spontaneously from delirium tremens, the 
mortality rate being variously stated to be 
from 2 or 3% up to 30%. Obviously the 
mortality rate depends to a considerable de- 
gree on the complicating illnesses. We are 
dealing with a disorder where if the patient 
receives good general nursing, general care 
and an adequate diet, he is going to recover. 
So I think that any study that attributes any 
effectiveness to any treatment needs to have 
a control group. 


Doctor Bird: How is magnesium trans- 
ported in the serum? 


Doctor Hammarsten: It is somewhat 
similar to calcium in this respect. It is bound 
to protein but to a lesser degree, about 25% 
is bound. 


Doctor Bird: I think this has been a very 
profitable discussion and I want to thank 
our two discussants very much and we stand 
adjourned. 
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_ The right thoracic vm was studied in controlled 

animals and animals with acute mitral stenosi;, 
| There was a slight increase in fluid content fc!- 
- lowing acute constriction of the mitral valve. 


Lymphatic Drainage in Acute Mitral Stenosis” 


THE LYMPHATIC SYSTEM has been one 
of the more common areas of neglect in bio- 
logic studies. This is particularly true of 
the right lymphatic duct. A technique for 
cannulations of the right lymphatic duct was 
presented in 1942 by Warren and Drinker' 
but few studies have utilized this procedure.’ 


Our interest in the flow and chemical 
composition of the right thoracic duct de- 
veloped during the course of studies on in- 
duced supravalvular mitral stenosis in dogs.* 
The present study is concerned with the ef- 
fect of an acute constriction of the mitral 
valve on lymph flow and composition from 
the right thoracic duct in dogs. 


Material and Method 


Eighteen mongrel dogs were used in these 
experiments. They were caged separately 
and fed the usual animal house diet. Nine 
animals served as controls while the remain- 
ing nine had a previous supravalvular mitral 
stenosis.* These latter animals had a slight 
degree of stenosis of the mitral valve area 
initially and were subsequently acutely con- 
stricted. 


In all animals, narcosis was accomplished 
by the intravenous injection of pentobarbital 
(30 mg./kg.). Positive pressure respirations 
were maintained throughout the entire pro- 
cedure. A cardiac catheter was inserted in- 
to the distal bronchial tree and 7 cc. of 0.5% 
T-1824 was instilled. After a period of one 
hour, the right lymphatic duct was exposed 
by a right paramedian incision of the neck. 


*This investigation was supported by research grant H-3235 
(C3) from the National Heart Institute of the National In- 
stitutes of Health, Public Health Service. 


This paper is from the Department of Pathology, University 
of Oklahoma School of Medicine, Oklahoma City, Oklahoma. 
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None of the animals underwent a thoraco- 
tomy. After some experience, the exposure 
of the right lymphatic duct was easily ac- 
complished by virtue of the blue staining 
produced by the T-1824. There was a large 
lymph node approximately 1 cm. below the 
entrance of the right thoracic duct into the 
venous system. The efferent lymphatics 
from this lymph node varied markedly in 
number and in their entrance into the venous 
system. The efferent channels would enter 
the right subclavian, the right innominate 
or the right external jugular vein. How- 
ever, in the majority of the experimental 
animals, the efferent channels formed a 
fairly large duct which entered the upper 
outer corner of the junction of the external 
jugular and subclavian veins. This duct was 
cannulated by a polyethylene catheter 
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(PE50) containing a drop of heparin to pre- 
vent clotting of the lymph during collection. 
The fluid was collected for hourly intervals 
in calibrated centrifuge tubes. The rate of 
flow was interpolated to ml./kg./hr. The 
fluid was analyzed for cell count. Total pro- 
tein, albumin and globulin fractions were 
determined by the Biuret method. Sodium 
and potassium concentrations were deter- 
mined with the Coleman Model 21 Flame 
Photometer. Chlorides were measured by 
titration. 


Lymph was collected from the right 
thoracic ducts of control animals for two 
hours. The animals with a supravalvular 
mitral stenosis underwent a right sided car- 
diac catheterization and the pulmonary pres- 
sures were recorded on a Sanborn Polyviso 
Carrier Preamplifier 150 while the catheter 
was in the pulmonary artery. Lymph was 
collected from these dogs for an interval of 
one hour at which time an acute constriction 
of the mitral valve area was accomplished.’ 
Lymph was then collected for another hour 
and compared with that of the previous hour 
as well as with that from the control ani- 


mals. It should be pointed out that the ma- 
jority of the animals with supravalvular 
mitral stenosis had an elevated mean pul- 
monary artery pressure at the onset of the 
experiments due to partial narrowing of 
the mitral valve area. 


In three control dogs, the branches of the 
right lymphatic duct were ligated and the 
animals were allowed to survive six months. 
Microscopic preparations of the lungs, re- 
gional lymph nodes and right lymphatic duct 
of these animals following acute constriction 
of the mitral valve area were studied. 


Results 


The results of these experiments are re- 
corded in tables 1 through 4. The rate of 
flow in the control animals averaged 0.10 
ml./kg./hr. The dogs with supravalvular 
mitral stenosis demonstrated, prior to acute 
constriction, a flow of 0.11 ml./kg./hr. The 
lymph flow increased to 0.14 ml./kg./hr. fol- 
lowing acute constriction of the mitral valve 
area. There was an absolute correlation be- 
tween the rate of lymph flow in the right 
thoracic duct and the mean pulmonary ar- 
tery pressure except in one animal. Table 4 
depicts this correlation. 


There was a wide range of values of pro- 
tein content between the control and experi- 
mental groups as well as among the animals 
of each group (tables 1, 2 and 3). No com- 
parison of the serum and lymphatic protein 
contents was done. However, it was noted 
that the protein content of the right lym- 
phatic duct was much higher than we ex- 
pected. After acute constriction of the su- 
pravalvular areas, there was a consistent 
drop of total protein, albumin and globulin 
fractions. Prior to the acute constriction of 
the supravalvular area, total protein, albu- 
min and globulin averaged 7.2 gm.%, 4.2 
gm.% and 3.0 gm.% respectively. These 
dropped to 5.6 gm.%, 3.2 gm.% and 2.4 
gm.% respectively after acute constriction 
of the supravalvular area. 


The cells, predominantly lymphocytes, 
showed an extremely wide range of values 
in both control and experimental groups. 
No appreciable difference was observed in 
the electrolyte concentration in the two 
groups of animals. 


One of the three dogs surviving for six 





Total 
Protein 
Gm/100M1 


5.1 
4.5 
4.6 
4.8 


Albumin 
Gm/100M1 


3.8 
3.3 
3.0 
3.1 


Weight 
Kg. 


Lymph Flow 
Ml/Kg/Hr. 
0.33 
0.09 
0.14 
0.07 
0.11 
0.08 
0.16 
0.05 
0.04 
0.10 


Dog 


CcOonHnourhwnd 


4.2 
3.5 


6.2 


18.4 5.0 


Average 





Globulin 
Gm/100M1 


1.3 
1.2 
1.6 
1.7 


2.0 
1.6 


Chloride 
mEq/L. 


118 
115 
119 
119 
121 
118 
124 


Lymphocytes 
per Cu.mm 


Potassium 
mEq/L. 


2.6 
3.3 
4.5 
3.4 
3.5 
3.4 
3.1 


Sodium 
mEq/L. 


156 
149 
145 
146 
151 
154 
151 


108 
117 


153 
151 


3.1 
3.7 








Table 1. Physiologic data from control animals. 
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Total 
Protein 
Gm/100M1 
7.8 


3.3 
5.0 
10.6 
12.8 
4.8 
5.1 
8.5 


Dog Albumin 


Gm/100M1 
4.1 


£9 
3.9 
3.3 
6.2 
4.2 
4.3 
5.9 


Weight 

Kg. 

13.2 
13.2 
11.3 
13.2 
11.1 
16.6 
15.0 
10.0 
11.3 
12.8 


Lymph Flow 
M1/Kg/Hr. 


0.05 
0.12 
0.11 
0.14 
0.05 
0.12 
0.14 
0.07 
0.14 
0.11 


SON OO RW DN 


te) 
=) 


7.2 4.2 


Average 


Gm/100M1 


Chloride 
mEq/L. 
116 
111 
117 
105 
120 
121 
121 
130 


Lymphocytes 
per Cu.mm 


Potassium 
mEq/L. 


3.3 
3.5 
3.6 
3.3 
2.8 
3.6 
3.8 
3.4 


Sodium 
mEq/L. 


150 


Globulin 
3.7 
1.4 
Det 
7.3 
6.6 
0.6 
0.8 
3.0 


2,660 
1,770 


570 
4,830 
4,180 

10,000 
6,650 
3.4 4,386 


3.0 118 





Table 2. 


Physiologic data from animals with supravalvular mitral stenosis, before acute 


constriction. 





Total 
Protein 
Gm/100M1 
5.5 
2.4 
4.6 
9.0 
8.7 
4.2 
4.3 

6.2 


Albumin 
Gm/100M1 


3.0 
1.3 
3.4 
3.7 
3.9 
3.7 
2.8 
3.9 


Dog Lymph Flow 
Ml/Kg/Hr. 

0.08 

0.08 

0.17 

0.12 

0.11 

0.11 

0.19 

0.18 

0.20 

Average 0.14 


2.5 
1 
is | 
5.3 
4.8 
0.5 
1.5 
2.3 
2.4 


5.6 3.2 





Globulin 
Gm/100M1 


Chloride 
mEq/L. 


Lymphocytes 
per Cu.mm 


Potassium 
mEq/L. 


Sodium 
mEq/L. 


142 
151 
150 
141 
144 
168 
142 


3.9 
4.4 


1,500 
3,780 


113 
119 
111 
123 
113 


430 
2,480 
9,720 
5,000 
6,450 
3,194 


123 


148 117 





Table 3. 


Physiologic data from animals with supravalvular mitral stenosis, after acute constriction. 





Lymph Flow 
MI1/Hr 


Lymph Flow 
MI/Hr. 


of 
After Constr. 


1.0 
i 
1.9 
1.4 
1.2 
19 
2.8 
1.8 
2.3 


Before Constr. 
0.7 
1.5 
1.3 
1:9 
0.6 
2.0 
2.1 
0.7 
1.6 


+44% 
—27% 
+46% 
—26% 
+100% 
—5% 
+33% 
+157% 
+44% 


ono oO RP Ww DD 


To) 
Oo 





Percentage 


Change 


Mean Pul. Art. 
Press., mm Hg 
After Constr. 


39 
17 


Mean Pul. Art. Percentage 


Press., mm Hg 
Before Constr 


34 
26 
20 
24 
20 
20 
23 
20 
25 


28 
39 
11 
32 
30 
33 








Table 4. Comparison of changes in lymph flow and mean pulmonary artery pressure before and after acute 


constriction of the mitral valve area. 


months following ligation of the right lym- 
phatic duct showed 25 ml. of serous fluid in 
the right pleural space. The other two dogs 
showed no increase in pleural fluid. Dissec- 
tion of the right thoracic outlet in the three 
animals revealed that collateral lymphatic 
channels had developed. 


Microscopic examination of the lungs of 
dogs sacrificed at the end of one hour 
of acute constriction of the mitral valve area 
showed a striking degree of congestion and 
interstitial edema especially around the small 
arteries of the lung. A slight to moderate 
amount of edema fluid was noted in some of 
the alveolar spaces (figure 1). The lymph 
nodes along the right side of the trachea 
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showed marked dilatation of the sinuses and 
accumulation of eosinophilic amorphous ma- 
terial within these sinuses (figure 2). No 
appreciable difference was observed in the 
electrolyte concentration in the two groups 
of animals. 


Discussion 


Once the technique of cannulating the 
right thoracic duct was mastered, there was 
little difficulty in collecting lymph. The 
marked variations in the terminal portions 
of the right thoracic duct, however, made an 
accurate evaluation of the right duct flow 
less valid. We feel that the selection of the 
largest efferent channel would equalize out 
in a series of this size. Recently, Leeds et al' 
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Figure 1. Lung. Marked interstitial and intra-al- 
veolar edema. 200X. 


have devised a considerably more accurate 
method of collecting right duct fluid. 


The increase in right lymph flow follow- 
ing supravalvular mitral stenosis was of a 
lesser magnitude than was anticipated. Ra- 
bin and Meyer demonstrated a similar albeit 
small increment in right thoracic lymph 
flow following acute elevation of the pul- 
monary venous pressure.” Liebow’ reported 
similarly a small increase in milliliter per 
minute. One of the reasons for the small 
increase in right lymph flow might be at- 
tributed to the time interval following acute 
constriction of the mitral valve area. Leeds‘ 
indicated that a time interval of one-half to 
two and one-half hours was necessary for 
lymph to accumulate in the lung before an 
increase in right lymph duct flow occurred. 


It was conjectured that ligation of the 
right thoracic duct might lead to the develop- 
ment of a right hydrothorax. However, the 
development of collateral channels prevent- 
ed a true evaluation. It would seem that in 
the presence of lymph duct obstruction by 
inflammatory or neoplastic processes that a 
complete obstruction might occur and lead 
to the development of a right sided pleural 
effusion. The finding of an effusion of 25 
ml. in one animal would suggest such a 
mechanism. 


The changes in chemical composition of 
the lymph are difficult to interpret. The rise 
in total protein in supravalvular stenosis 
can probably be attributed to the passive 
congestion of the lungs. Previous studies? 
have shown local pulmonary edema in 
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supravalvular mitral stenosis. The fall in 
protein following acute constriction may be 
a manifestation of the time interval of col- 
lections. Perhaps a more dilute fluid occurs 
initially. The histologic changes in the lungs 
and regional lymph nodes were those of a 
richly proteinaceous transudate. 


Summary 


1. The right thoracic duct was cannu- 
lated in nine normal dogs and in nine dogs 
with a supravalvular mitral stenosis. Rate 
of lymph flow and chemical composition of 
the lymph was compared in the two series. 


2. There was a questionable increase in 
lymph flow in the experimental animals and 
a still further increment following an acute 
constriction of the mitral valve area. The 
increase generally correlated with the in- 
crease in mean pulmonary artery pressure. 
The increments were small as regards vol- 
ume but large as regards percentage in- 
crease. 


3. The failure of a larger increment in 
flow and a greater change in chemical com- 
position in lymph is probably due to the 
short interval of collection following acute 
constriction of the mitral valve area. 
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Figure 2. Right Paratrachael Lymph Node. Marked 
edema of the sinuses. 75X. 
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Orthostatic Hypotension 
JOHN M. KALBFLEISCH, M.D.* 


Since the original description by Brad- 
bury and Eggleston' in 1925, two types of 
orthostatic hypotension have been recog- 
nized. A marked fall in blood pressure on 
assuming an upright posture may accom- 
pany tabes dorsalis, diabetes mellitus, adren- 
al insufficiency, or it may follow sympa- 
thectomy or the administration of a variety 
of drugs. More puzzling, however, is the 
idiopathic type of orthostatic hypotension 
where there is no clear association with any 
disease mechanism. 


The idiopathic type is usually seen in 
males over 40 years. By definition they 
must have a fall in blood pressure on stand- 
ing of at least 35 mm. Hg systolic and 20 
mm. Hg diastolic. The pulse remains slow 
and regular. The patient may complain of 
dizziness, may faint or occasionally have a 
convulsion. Laboratory studies are notori- 
ously normal except the occasional observa- 
tion of a lowered metabolic rate or the in- 
version of T-waves of electrocardiograms 
performed during hypotensive episodes 
which become upright when the patient is 
at rest. 


In idiopathic orthostatic hypotension, it is 
assumed that there is an interruption in 
the sympathetic nervous system which re- 
sults in a failure of reflex arteriolar con- 
striction in response to the normal venous 
pooling of changes in posture. This neural 
defect may be either central (in the hypo- 
thalmus or preganglionic fibers) or peri- 
pheral (postganglionic).* If the lesion is 
central, the administration of norepine- 
phrine causes a moderate elevation of blood 
pressure. If the lesion is peripheral, how- 
ever, norepinephrine causes a marked hy- 
pertensive response as if the effector cells 
of the arterioles were hypertensive to this 


*Resident in Medicine, University of Oklahoma Medical 
Center. 
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drug. In both groups, the release of nore- 
pinephrine by sympathetic nerve endings in 
response to tilting is less than that observed 
in normal subjects. The effectiveness of 
other vasopressor agents is governed not 
only by the type of lesion present, but by 
their chemical structure as well. One group 
similar to norepinephrine acts directly on 
the cell while others such as ephedrine act 
indirectly on the end-organ to preserve nat- 
urally formed norepinephrine. 


There are two other clear evidences of 
autonomic insufficiency. Tachycardia does 
not accompany hypotensive episodes, and 
hypohidrosis is not due to primary sweat 
gland deficiency since normal sweating can 
be invoked by giving pilocarpine. It is dis- 
appointing that these clear changes in au- 
tonomic function are not accompanied by 
any predictable findings at autopsy. Only 
non-specific degenerative changes have been 
noted. 


Hemodynamic studies during tilting have 
shown a variable decrease in cardiac out- 
put, renal and cerebral blood flow, and veno- 
constriction. 


The treatment of idiopathic postural hypo- 
tension has had limited success. Vasopressor 
agents have been disappointing. Cortico- 
tropin, antihistamines, procaine and a host 
of other drugs have all been unsuccessful. 
More recently, desoxycorticosterone acetate 
(DOCA), 9 alpha-fluorohydrocortisone and 
pitressin have been successful in some 
cases.* Counterpressure garments (G-suits) 
sometimes alleviate symptoms, but are ex- 
pensive and are not readily available. Ab- 
dominal binders and elastic leg stockings or 
bandages are helpful in some instances. Pa- 
tients should be cautioned to avoid sudden 
changes in posture and prolonged motion- 
less standing which predispose to syncope. 

(Continued on Page 405) 
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Message from the Dean 


Those present at the dedication of the new Research Building on the Medical Center 
campus experienced a keen sense of pride, and justifiably so, for the completion of this build- 
ing is a stride in the University of Oklahoma’s determined progress ‘toward joining ranks with 
the best medical schools in the country in teaching and research. The building, completed at a 
cost of $864,193 in funds from a Research Facility construction grant and an appropriation 
from the 1959 state legislature, is for the exclusive use of faculty investigators. This spa- 
cious, well-equipped and beautiful facility makes possible better accommodations for re- 
search efforts. Projects that were being carried on in makeshift laboratories in areas that 
were never designed for research will, in all probability, be brought to successful completion 
in quarters properly and completely equipped. 


Basic science and clinical departments alike have benefited from the additional space. 
Thirty-seven laboratory modules of the latest and most appropriate design with an average 
size of 12 by 20 feet have been assigned to investigators from the Departments of Physi- 
ology, Pharmacology, Microbiology, Biochemistry, Pathology, Medicine, Surgery, Pediatrics, 
Psychiatry and Dermatology. Space has also been set aside for departmental programs now 
in the process of development. Departments heretofore unable to conduct research because 
of primitive space, or no space at all, are now encouraged to join in productive research. 


The Research Building represents a distinct accomplishment for the University of Okla- 
homa in that the School of Medicine will now be able to operate a research facility with 
the objectives of valuable research and training by an active and able faculty. In addition to 
research, the building will be used for the advanced training of graduate students and post- 
doctoral fellows. Other facilities include radioisotope laboratories, animal quarters, pho- 
tography studio and dark room, constant temperature room and sterile rooms. 


In Senator Mike Monroney’s dedicatory address he likened the building to a partnership 
operation between state and federal agencies and said of research, “There is no investment 
so capable of eternal dividends. The interest is compounded through the remainder of time.” 
In 1960, $715 million were spent in medical research in this country and in answer to the 
challenging question, ‘Is research worth the cost?’, Senator Monroney reminded that dis- 
ease in the same year cost $35 billion. He further pointed out that the greeting card indus- 
try grossed $5 billion and “get-well’” cards were a major portion of this amount. 


It is now readily apparent and can very well be expected that great and significant gains 
in investigative work will be forthcoming from the modules of the Research Building of the 
University of Oklahoma Medical Center. 


Mak R Cerna 


July, 1961—Volume 54, Number 7 





Acute Dermatomyositis and 


Systemic Scleroderma’ 


JOHN TALBOTT, M.D.** 


Introduction 


LEst THERE BE any question in your 
mind regarding the existence of each and 
every one of the unusual maladies under con- 
sideration, I am confident that no one would 
disagree with the identification of any one 
of them in the well-developed or the terminal 
stage. In the initial months after onset of 
symptoms, however, clinical and laboratory 
findings may not be particularly helpful and 
skepticism regarding a specific diagnosis 
may be justified. 


Although the etiology of the unusual col- 
lagen disorders as well as rheumatoid arth- 
ritis and acute rheumatic fever, the more 
usual connective tissue maladies, is not 
known, hypersensitivity or an auto-immune 
mechanism are believed to be vital factors. 
Hypersensitivity as an etiologic agent has 
relatively satisfactory proof in the experi- 
mental laboratory in polyarteritis and to a 
lesser degree in systemic lupus. This ap- 


*Presented at the Second Oklahoma Colloquy on Arthritic 
and Rheumatic Diseases. 

**John Talbott, M.D., is Editor of The Journal of the Ameri- 
‘can Medical Association. 
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pears to be a better explanation etiologically 
than any other yet advanced. Although poly- 
arteritis has been produced in animals and 
a LE-like syndrome in humans following 
hydralazine, it has not been possible to re- 
produce either acute dermatomyositis or 
systemic scleroderma in animals. It may be 
that before long an auto-immune mechanism 
may be implicated in these maladies as it 
has been postulated for chronic rheumatoid 
arthritis. 


The relationship of the less common dis- 
orders to rheumatoid arthritis and acute 
rheumatic fever is pertinent. In the initial 
weeks, months or even years of the clinical 
course of the less common maladies, a pre- 
sumptive diagnosis of acute rheumatic fever 
or acute rheumatoid arthritis may be justi- 
fied on the basis of the clinical findings and 
laboratory studies. The features that char- 
acterize either of these maladies, however, 
may disappear as the disease progresses. 
Eventually the patient presents the clinical 
and laboratory findings of acute dermato- 
myositis or scleroderma. We do not know 
from the evidence available at this stage 
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of clinical investigation whether the disease 
originally was rheumatic fever or rheuma- 
toid arthritis and subsequently evolved into 
one of the less familiar maladies. An equal 
acceptable explanation is that the less fa- 
miliar malady presented the most familiar 
joint symptoms incidentally and that one dis- 
ease only was present. 


Acute dermatomyositis and systemic 
scleroderma are believed to have more in 
common than any other two of the unusual 
disorders of connective tissue. Even so, clin- 
ical differentiation is possible in most in- 
stances. Characteristics of acute dermato- 
myositis include cutaneous lesions, muscle 
weakness and sometimes muscle tenderness. 
In scleroderma, on the other hand, the skin 
may be atrophic and pigmented and muscle 
atrophy is more apparent than muscle weak- 
ness. 


Clinical Manifestations 


Neither of these maladies are clinical od- 
dities at the present time, several instances 
of each disease may be seen on the medical 
service of a general hospital in the course 
of a year. Females tend to be more suscep- 


tible in our experience although some series 
reveal that the male is somewhat more sus- 
ceptible to dermatomyositis than the female. 
The incidence in children of acute derma- 
tomyositis is higher than any of the other 
collagen disorders of the unusual variety. 


In dermatomyositis, edema of the face, 
sometimes a skin rash and weakness of the 
central muscles of the body may be observed. 
The thigh muscles and the shoulder girdles 
especially are affected, while in scleroderma 
the peripheral groups, notably the hands, 
forearm and feet are affected. 


Diffuse calcinosis may appear as a late 
manifestation in a small percentage of pa- 
tients with dermatomyositis whose clinical 
history extends over a period of several 
years. Calcinosis may also be observed in a 
significant percentage of patients with sys- 
temic scleroderma whose clinical course per- 
sists for one or more decades. 


Low grade fever, malaise, and arthralgia 
may be noted in either malady. Symptoms 
usually are more acute in dermatomyositis 
than in scleroderma. Extensive cutaneous 
manifestations in dermatomyositis portend 
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severe muscle involvement as determined by 
symptoms and clinical examination. Ery- 
thema may be present with or without sub- 
cutaneous edema. The term heliotrope has 
been applied to the appearance of the face 
of the affected. The face and V of the neck 
are the common sites of erythema. Because 
of involvement of the shoulder girdle the 
patient may be unable to wash her face or 
comb her hair, a not infrequent complaint 
in patients with well-developed rheumatoid 
arthritis. The consistency of involved mus- 
cles may appear normal, doughy or firm and 
fibrous. The patient may walk with an un- 
steady gait or shuffle because of weakness 
and fibrosis of the skeletal muscles. 


Gastro-intestinal symptoms, dyspepsia, 
anorexia and nausea may appear in either 
dermatomyositis or scleroderma. Sometimes 
involvement of the gastro-intestinal system 
is observed fairly early in the course of the 
disease, in others it may be a late manifes- 
tation. Involvement of the lower portion of 
the esophagus may permit regurgitation of 
acid contents from the stomach which leads 
to esophagitis and ulceration. In our series 
we have not observed peptic ulceration of 
the esophagus in dermatomyositis. Roent- 
genographic evidence of gastro-intestinal in- 
volvement may be demonstrated in the 
esophagus, small bowel and the large bowel. 
The time of transit of the barium from the 
pharynx to the stomach may be prolonged 
and in the prone position complete emptying 
of the esophagus may be delayed for as long 
as 30 minutes, similar to advanced achylia. 
It is unusual to find the entire length of the 
esophagus, stomach and duodenum filled 
with barium except in those maladies. The 
changes in the small bowel suggest a para- 
lytic ileus or a deficiency disease. Barium 
may remain in the small intestines for 48 
hours after ingestion. There may be dilata- 
tion and atony of loops of small bowel with 
spasm and poor mucosal markings in other 
areas. Involvement of the colon may be sus- 
pected from a history of alternating consti- 
pation and diarrhea. Roentgenographic 
changes are suggestive of ulcerative colitis 
without involvement of the sigmoid, either 
as determined by roentgenographic exami- 
nation or by sigmoidoscopy. Dilatation of 
the hepatic flexure with marked narrowing 
of the descending colon is seen. 








Pulmonary symptoms have a higher in- 
cidence in scleroderma than dermatomyositis 
but may be observed in each disease. A 
chronic non-productive cough followed by 
dyspnea and later severe orthopnea may be 
noted. The functional changes have been di- 
vided into the ventilatory and the respira- 
tory disturbance. The function may be re- 
lated to the inability to move air in and out 
of the lungs effectively. The skin and mus- 
cles of the thoracic cage restrict normal mo- 
tion. There may be diffuse peribronchial 
fibrosis with obstructive emphysema. Thick- 
ening of the alveoli walls, narrowing of the 
lumen and changes in the blood vessel walls 
may progress to obliteration and impair the 
exchange of gas across the alveoli mem- 
brane. We have observed one patient with 
dermatomyositis in whom it has been neces- 
sary to perform a tracheotomy on three oc- 
casions over a period of three years. 


The coexistence of neoplastic disease and 
dermatomyositis merits comment. The in- 
cidence is considerably higher than chance. 
In the series of cases seen at the University 
of Michigan Hospital in Ann Arbor, 18% 
of the patients suffering dermatomyositis 
revealed malignant tumors at some time in 
the course of the malady. A review of the 
literature discloses the following lesions: 
carcinoma of the ovary, breast, stomach, 
lung, esophagus, colon, rectum, kidney, sar- 
coma of the bone and reticulo-endothelial 
system, Hodgkin’s disease, multiple myeloma 
and a chromophobe adenoma of the hy- 
pophysis. Improvement of the clinical fea- 
tures of dermatomyositis following radical 
or suppressive treatment of the tumor is of 
great practical significance. A permanent 
remission of the connective tissue disorder 
following treatment of the tumor is an un- 
usual experience. In our series we have ob- 
served no such examples. 


The chronicity of dermatomyositis has 
been responsible for the development of 
morphine addiction in two patients. We 
have not observed any patients with sclero- 
derma to become addicted. It may be of 
some significance to note that in each of the 
two instances in which this has occurred in 
dermatomyositis the patients have been doc- 
tors’ wives. 
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The hands in scleroderma are more sus- 
ceptible than the feet. Palmar sweating may 
be increased or decreased. Usually there is 
intolerance to the cold. Three stages of 
sclerodermatous transformation of the skin 
of the face, neck and hands may be dis- 
tinguished. Initially there may be diffuse 
non-pitting edema with flattening of the 
normal folds and a yellowish-white appear- 
ance to the skin. This is replaced by fibrosis 
in the second stage. The skin hardens and 
clings to the spase subcutaneous tissues. The 
dorsa of the hands and feet are prone to de- 
velop these manifestations. The face begins 
to show the features that are characteristic 
as if it were a mask. Purpura, unrelated to 
steroids, may appear with areas of pigmen- 
tation or depigmentation. Atrophy predomi- 
nates in the third stage. The skin over the 
face and hands becomes firmly adherent to 
the underlying bone structure and creates a 
skull-like appearance. The skin folds are 
obliterated with marked restriction of mo- 
tion of the lower jaw. Mucous membranes 
of the mouth and pharynx become atrophic. 
One patient who needed dentures could be 
fitted for them only if the upper and lower 
dentures were fitted as halves. This re- 
quired considerable ingenuity by the dentist. 
Osler refers to this stage as ‘‘one of the most 
terrible of all human ills, prepared to wither 
slowly and to be beaten down and marred 
and wasted until one is literally a mummy, 
encased in an ever shrinking, slowly, con- 
tracting skin of steel, a fate not pictured in 
any tragedy ancient or modern.” The fin- 
gers are immobilized in flexion unless meas- 
ures are taken to prevent deformity. Nor- 
mal use of the digits is impossible. They 
become extremely atrophic with palpable 
calcium deposits in the tips of the fingers. 
This localized phenomenon is associated with 
absorption of bone and the development of 
ulcers. A characteristic feature of the ulcer 
is a tendency to keep open and impede heal- 
ing. Areas of gangrene appear and it may 
be necessary to amputate. 


It is believed that any distinction between 
localized and generalized calcinosis in pa- 
tients with scleroderma is surely an artificial 
one, since they represent different stages 
only of the same morbid process. Calcium de- 
posits tend to appear in areas subjected to 
pressure such as the terminal phalanges, 
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along the extensor surfaces of the forearm, 
palmar surfaces of the feet, along the shins, 
over the patella and in the buttocks. Cal- 
cinosis may be observed also on the face and 
over the trunk. Overlying changes are some- 
times minimal. 


The clinical course varies somewhat be- 
tween the two maladies. There are a few in- 
stances of scleroderma progressing rapidly 
as a syndrome simulating malignant nephro- 
sclerosis or malignant hypertension with 
symptoms of scleroderma present for only a 
few months. We saw three such cases in a 
period of only a few months two years ago. 
One of these patients suffered from what 
was considered to be typical rheumatoid 
arthritis for more than two years before the 
diagnosis of scleroderma was suspected. A 
positive skin and muscle biopsy confirmed 
the suspicion. The patient died six months 
later of a cerebral accident. Extensive renal 
changes are seen. Fibrinoid degeneration of 
the walls of the arcuate arteries of the kid- 
ney are characteristic features microscopic- 
ally. 


Laboratory Findings 


Routine laboratory studies are not par- 
ticularly helpful in differential diagnosis. A 
mild anemia, an increase in the sedimenta- 
tion rate and urinary abnormalities have 
been recorded. There may be an increase in 
serum globulin concentration and an eosino- 
philia. In spite of extensive calcinosis in 
some patients the concentration of serum 
calcium, phosphorus and phosphatase in the 
acute stages as well as the chronic stages 
may be normal. Serologic tests for syphilis 
are negative. 


Treatment 


The treatment in each malady is the same. 
Systemic symptoms including fever, malaise 
and anorexia may be benefited by ACTH or 
the adrenal steroids. I believe that every 
patient on whom a diagnosis of either of the 
maladies is made should receive one of these 
preparations. In our clinic it is customary 
to start with ACTH, usually a long-acting 
preparation, and give from 40 to 80 units a 
day for several days or a week. A change 
is then made to one of the cortisone prepara- 
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tions. In the past two years prednisone has 
been preferred, although we have two in- 
stances in which hydrocortisone appears to 
be better tolerated and associated with a 
better clinical result. During the past six 
months, a majority of our patients with der- 
matomyositis and scleroderma have been 
placed on Decadron (Dexamethasone). This 
preparation in our experience appears to be 
approximately ten-fold as potent in its anti- 
inflammatory effect as prednisone — 
although in the treatment of rheumatoid ar- 
thritis it may not be more than five-fold 
more active. The antipyretic, euphoric, 
and appetite-stimulating actions of the 
adrenal products undoubtedly are responsi- 
ble for most of the gain. Objective evidence 
concerning inhibition of the diffuse patho- 
logic process is not convincing. Regression 
to the pre-treatment status usually follows 
cessation of therapy. The philosophy of ad- 
ministering adrenal hormones in these col- 
lagen disorders varies considerably in the 
clinics throughout this country. I am one 
who believes that each patient should receive 
a fairly long clinical trial. The contraindi- 
cations are coexistent diabetes, pulmonary 
tuberculosis or a peptic ulcer. I have no con- 
clusive evidence that steroid therapy in the 
patients with severe renal pathology and 
scleroderma was necessarily harmful nor 
was there any evidence that the renal lesion 
was benefited. 


Our experience with Potaba is limited but 
others have described excellent results. Our 
experience with the anti-malarials, particu- 
larly Atabrine and Chloraquin have been dis- 
appointing. 


Surgical attack upon the subcutaneous 
calcium deposits is not to be recommended 
generally. Cervical sympathectomy may be 
of value in selected early cases of sclero- 
derma of the hands. The tendency to the 
development of contractures should be com- 
batted with physiotherapy, traction, casts, 
splints and corrective operative procedures. 
Correct positioning in the early stages of 
the malady may be helpful in order to pre- 
vent deformity as may a balanced program 
of rest and activity. Until the cause of these 
maladies is elucidated, we probably will not 
have definitive therapy to offer. 


535 North Dearborn, Chicago, Illinois 
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Some Clinical Aspects of 


Systematic Lupus Erythematosus* 


ALFRED JAY BOLLET, M.D.** 


THE DIAGNOSIS of systemic lupus ery- 
thematosus has been made with consider- 
ably increased frequency since the discovery 
of the LE Phenomenon by Hargraves.' The 
large number of cases now available for 
study have added a great deal to our knowl- 
edge of this disease. Many extensive reviews 
of the clinical features of systemic LE are 
available; it is the purpose of this presen- 
tation to select a few of the clinical features 
of systemic LE for detailed discussion. Cer- 
tain aspects have been selected because of 
their helpfulness in suggesting the diag- 
nosis, their prognostic implications, or their 
values as guides to the management of the 
disease. 


Variability of Presenting Manifestations 


The site primarily affected by the patho- 
logic process in systemic lupus seems to be 
the ground substance of the connective tis- 
sue, particularly the walls of small blood 
vessels. It is not surprising, therefore, that 
the clinical manifestations of the disease are 
widespread and diverse, with few of the 
possible areas of involvement giving rise to 
clinical manifestations in each case. In ad- 
dition to variations in sites of clinical in- 
volvement, considerable variability in se- 
verity of involvement occurs. These phe- 
nomena give rise to extreme heterogeneity 
in the clinical patterns seen in this disease. 


The diversity and polysystemic involve- 
ment of systemic LE is well illustrated by 
the clinical manifestations apparent at the 
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igan. Presented at the Second Oklahoma Colloquy on Arthritic 
and Rheumatic Diseases. 
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time the diagnosis was first made in the 
thirty-eight patients in our series. 


Joint symptoms were the most frequent 
presenting manifestations, being present in 
60% of the cases. These symptoms were 
limited to arthralgia in most of the patients, 
often combined with myalgia, but objective 
joint findings were noted in about one-quar- 
ter of these cases. In the latter group clin- 
ical features of the arthritis initially sug- 
gested the diagnosis of rheumatic fever in 
about two-thirds of the patients; the joint 
findings were suggestive of rheumatoid ar- 
thritis in one-third. 


Clinical evidence of disease in the respira- 
tory tract constituted the second most fre- 
quent area affected at the time of diagnosis. 
Bronchopenumonia or pleuritis often with 
effusion, were the usual clinical manifesta- 
tions seen. Cardiac involvement, consisting 
of a pericardial friction rub, evidence of an 
effusion, or congestive heart failure, was 
next in frequency. 


Almost half the patients presented with 
at least one serous membrane involved; a 
polyserositis was evident in 10% of the 
cases. 


Fever and malaise were present to some 
extent in most of these patients, but were a 
dominant feature of the initial clinical syn- 
drome in about one-fourth of them. 


Skin lesions were also noted in about one- 
fourth of the patients at the time of diag- 
nosis. The features of these lesions are dis- 
cussed subsequently. 


Renal disease was evident at the time the 
diagnosis was made in about one-quarter of 
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the cases. The clinical picture of acute ne- 
phritis with microscopic hematuria and mild 
albuminuria was most frequent; marked 
edema with varying degrees of the nephrotic 
syndrome were also seen. Occasionally hy- 
pertension secondary to the renal disease 
was observed at this stage of the disease. 


Nervous system involvement was present 
initially in slightly over 10% of the cases, 
most frequently manifest as a psychosis; 
conclusive seizures of a Jacksonian type 
were observed in one case. 


Hematologic alterations were present as 
initial manifestations of systemic LE in a 
few cases; thrombocytopenia and acute hem- 
olytic anemia were noted. The hematologic 
alterations seen in systemic LE are discussed 
at greater length in the paper by Doctor 
Bird. 


From this list of the sites of clinical mani- 
festations of the disease present in various 
combinations at the time the diagnosis 
of systemic LE was made, it can be seen 
that the differential diagnoses included rheu- 
matic fever, rheumatoid arthritis, tubercu- 
losis, fever of unknown origin, various renal 
diseases, as well as other causes of pneu- 
monia, hemolytic anemia, psychosis or con- 
vulsions. Exact figures for the incidence of 
the individual manifestations do not seem 
to be very useful since there is so much dis- 
crepancy among observations reported by 
different authors. The figures given seem 
to vary with the interests of the observer; 
on hematologic services most cases seem to 
present with hematologic manifestations; on 
dermatologic services most cases are likely 
to present with a rash. We are rheumatolo- 
gists, which probably explains why the most 
common presenting symptoms in our series 
were in the joints. Another reason for vari- 
ations in the reported incidence of individual 
manifestations is the increased facility with 
which the diagnosis of systemic LE can be 
made in recent years. For example, before 
the LE phenomenon was discovered almost 
all reported cases of lupus erythematosus 
had skin lesions, since the clinical diagnosis 
could not be made in the absence of a rash; 
the incidence of skin lesions has become pro- 
gressively lower as each new series of cases 
has been reported since 1948. These phe- 
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nomena serve to further underscore the 
clinical variability of this disease. Careful 
analysis of the relative frequency of the in- 
dividual clinical manifestations of systemic 
lupus does not seem to be of great value, but 
emphasis on the variability of the clinical 
picture and the differential diagnostic prob- 
lems is important. 


Although many of our concepts of sys- 
temic LE have changed with increasing ex- 
perience with the disease, the relative sex 
incidence has remained constant. Systemic 
LE remains a disease predominantly affect- 
ing females; the approximately 9:1 ratio of 
females to males reported in the early litera- 
ture has been noted by subsequent observers 
and has been found in our cases. The ab- 
solute incidence of systemic LE in males 
has increased with the rise in the total in- 
cidence of the disease, however, and despite 
the greater incidence in females, LE occurs 
with sufficient frequency in men to require 
that the diagnosis be considered whenever 
warranted by the clinical picture. 


Vasculitis 


Inflammatory changes of small vessels in 
systemic LE can be clinically evident in cer- 
tain areas, particularly in the skin. Ery- 
thematous or cyanotic macules or patches 
of telangiectasis may appear transiently, 
most frequently on the volar pads of the 
digits or around the nailbeds. They may 
occur on other parts of the hands or feet or 
in the butterfly area of the face; occasion- 
ally they are quite widespread. These lesions 
usually blanch on pressure, but may become 
purpuric.' The vasculitis may cause occlusion 
of small vessels, resulting in patches of gan- 
grenous ischemic necrosis a few millimeters 
in size. The latter lesions are tender and 
usually leave a small depressed scar after 
healing. 


Clinically evident vasculitis was noted 
during exacerbations of the disease in about 
one-quarter of the cases in our series. When 
present they were of considerable diagnostic 
value; lesions of this type are not pathogno- 
monic of systemic LE since identical phe- 
nomena can occur in periarteritis nodosa, 
but they do indicate that systemic LE is a 
strong diagnostic possibility. 








Mucosal Ulcerations 


Shallow, sharply circumscribed, punched 
out ulceration of mucous membranes are 
most frequently seen on the palate and buc- 
cal mucosa and occasionally on the vaginal 
mucosa. These lesions are also due to the 
superficial vasculitis in systemic LE. These 
lesions often become infected with monilia; 
not infrequently, the first indication of the 
presence of the ulcerations is the observa- 
tion of patches of monilial infection. Lesions 
of this type were noted during exacerbations 
of the disease in about one-quarter of our 
cases, and were occasionally of diagnostic 
value. 


Alopecia 


Diffuse loss of hair can be another sign 
of active systemic LE. Occasionally the hair 
loss is very marked and cosmetically dis- 
turbing; in other instances it may be patchy 
and barely noticeable. 


Clinical Value of These Lesions 


We found that clinically apparent vascu- 
litis in the skin, mucosal ulcerations and 
alopecia were diagnostically helpful signs in 
occasional obscure cases. More frequently 
they were useful as guides to the effective- 
ness of therapy in known cases of systemic 
LE, since these lesions usually respond to 
suppressive doses of steroid hormones. Di- 
agnostic problems commonly arise in which 
it is necessary to differentiate between an 
exacerbation of the LE and an intercurrent 
process, such as an infection or toxicity of 
steroid therapy. The finding of one or more 
lesions indicative of lack of control of the 
systemic LE helped to clarify such prob- 
lems; the presence of mucosal ulcerations, 
digital vasculitis or, least often, alopecia, 
pointed to lack of control of the LE in a 
problem case when other clinical manifes- 
tations could have been due to an intercur- 
rent process. They provided clinical indi- 
cation of the completeness of therapeutic 
suppression of the underlying disease and 
gave a basis for deciding whether fever, 
pleurisy, pulmonary consolidation or psy- 
chosis was due to incompletely suppressed 
LE, complicating infection or steroid tox- 
icity. It must be added that not infrequent- 
ly the problem was a combination of active 
LE and infection, requiring treatment with 
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increased dosage of steroids and appropriate 
antibiotics. 


Infections are common occurrences in pa- 
tients with systemic LE; 40% of our pa- 
tients had at least one complicating infec- 
tion. These infections usually occurred dur- 
ing exacerbations of the systemic LE, and 
it seemed that uncontrolled activity of the 
LE increased susceptibility. In addition, it 
was noted that an increase in the dose of 
steroids was needed in addition to anti- 
biotics to control the infection; antibiotics or 
steroids alone were not found to be adequate. 


The most common infection encountered 
was pneumonia. Staphylococcal septicemia 
was also frequent; it was observed at au- 
topsy in four of the nine deaths which oc- 
curred. Since septicemia is becoming more 
and more common as a cause of death in pa- 
tients with systemic LE, the importance of 
delineating whether a given clinical syn- 
drome is due to an exacerbation of the LE, 
secondary infection, or a combination of the 
two cannot be overemphasized. 


The total white blood cell count was found 
to be a valuable indication of the presence 
of infection in those patients. Leucopenia 
is one of the most consistent findings in 
systemic LE; it was present at least inter- 
mittently in 80% of our patients. The find- 
ing of a leucocytosis usually indicated an in- 
fection or other complication. Interesting- 
ly, a white count of 9,000 or 10,000 could be 
a significant leucocytosis in a patient with 
systemic LE; it was necessary to consider 
whether a given level of the white count was 
to be expected under the circumstances, 
rather than whether it was within the usual 
range of normal. 


Renal involvement is the most ominous 
manifestation of systemic LE. There is as 
yet no convincing evidence that any of the 
available therapeutic measures influence the 
course of the renal involvement in this dis- 
ease. The ominous nature of the renal dis- 
ease is illustrated by the course of our cases. 
Of the 22 patients in whom albuminuria was 
present at the time of initial workup, it was 
severe in seven; of these, four died in less 
than ten months and one died after 314 
years. The albuminuria was minimal in 
fifteen patients, of whom thirteen are alive 
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two to six years later. The nephrotic syn- 
drome was a particularly ominous clinical 
feature of the renal disease in our patients; 
it was observed in five patients all of whom 
died in less than 10 months. This experience 
resembles that reported by Muehrcke et al.” 


The prognosis in the patients with renal 
involvement was determined by the rate of 
progression of the impairment of renal func- 
tion. The duration of the disease from the 
time of initial diagnosis varied from three 
weeks to 39 months in the four patients who 
died with severe azotemia. Other patients 
were found to have significantly impaired 
renal function when first seen, with BUN 
levels of 30 to 50 mgm% ; the degree of im- 
pairment of renal function has not pro- 
gressed further in some of these patients 
during periods of observation up to four 
years. 


Psychotic episodes are another manifesta- 
tion of systemic LE which frequently gives 
rise to clinical problems. One-quarter of our 
patients had one or more periods of psy- 
chosis which were most frequently of an or- 
ganic type, consisting of varying degrees of 
confusion, disorientation and memory defect. 
These psychotic episodes usually improved 
on steroid therapy, although doses as high 
as 80 to 100 mgm of prednisone per day 
were often required. As has frequently been 
observed,* psychotic episodes can result from 
steroid therapy; in these instances, however, 
the psychosis usually resembled a paranoid 
schizophrenia. These patients often im- 
proved if the dosage of steroids was de- 
creased, or became worse if the dosage was 
increased. It is important to note that psy- 
chosis due to uncontrolled LE was observed 
more frequently than that due to steroid tox- 
icity even when patients were already re- 
ceiving high doses. Evidence of other un- 
controlled manifestations of the LE, such 
as fever, rash, arthralgias, digital vasculitis, 
mucosal ulcers, alopecia, leucopenia, etc, in- 
dicated lack of control of the LE in these 
patients and pointed to the need to raise the 
dose of steroids in the presence of psychosis. 


Relationship to Discoid Lupus 


The relationship of systemic lupus ery- 
thematosus to several other syndromes has 
been the subject of considerable controversy. 
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One problem has been the relationship of 
discoid lupus type of rash to systemic lupus 
erythematosus. The suggestion that these 
were manifestations of the same disease pro- 
cess, originally made in the dermatologic lit- 
erature, has been doubted by several authori- 
ties, most notably Baehr.‘ Most authors, 
however, believe that the two are basically 
related.» The high incidence of occurrence 
of a discoid type of rash in our patients with 
systemic LE (45%) would support the con- 
tention that these are related processes. The 
relationship of the time of appearance of 
the discoid rash to the time of appearance 
of other features of disease was variable. 
The discoid rash preceded other clinical man- 
ifestations of the disease in eight of the sev- 
enteen cases by one to twenty-one years (av- 
erage 8.3 years). In five cases, the discoid 
type of rash appeared following the develop- 
ment of systemic involvement, the interval 
varying from six months to four years (av- 
erage 1.4 years). Perhaps of greatest im- 
portance, the discoid rash appeared at the 
same time as manifestations of the systemic 
disease in four cases. In some patients an 
acute erythematous type of rash could be 
observed to develop areas of atrophy and 
changes in pigmentation, evolving into a 
typical discoid lesion. The variability of the 
temporal relationship of the onset of the dis- 
coid rash to the onset of the systemic lesions 
resembles the relationship seen for other 
manifestations of LE, such as the arthritis, 
abnormal serum proteins, and false positive 
serologic test for syphilis. This variability 
in time of onset, the frequency of the co- 
existence of systemic manifestations and 
discoid lesions, and the evolution of acute 
lesions into discoid lesions strongly support 
the belief that they are part of same disease. 


Relationship to Rheumatoid Arthritis 


Occasional patients with clinical systemic 
LE have joint changes suggestive of rheu- 
matoid arthritis including synovial thicken- 
ing, cartilage and bone destruction, deformi- 
ties and even histologically typical subcutan- 
eous nodules. The rheumatoid agglutinin 
phenomenon is quite commonly found in pa- 
tients with systemic lupus.® Thirty per cent 
of the patients with systemic LE in our 
series who were tested were found to have 
positive agglutination tests using the latex 
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particle procedure. In addition, some pa- 
tients with rheumatoid arthritis show the 
LE phenomenon.’:* The systemic manifes- 
tations which occur in patients with rheu- 
matoid arthritis serve to further confuse 
the issue; fever, systemic toxicity, sple- 
nomegaly, leucopenia, anemia, pleurisy and 
pericarditis can be found singly or in com- 
binations in otherwise convincing cases of 
rheumatoid arthritis, but these patients are 
free of rash or renal involvement, both clin- 
ically and on biopsy, and many do not show 
the LE phenomenon. 


What is the relationship of these two clin- 
ical syndromes? They may be basically the 
same disease, varying in the area of predomi- 
nant involvement; the arthritis may precede 
the rest of syndrome in some cases in the 
same manner as the discoid rash, serological 
test for syphilis or other abnormal serum 
proteins. On the other hand, systemic lupus 
and rheumatoid arthritis may be basically 
different diseases involving the same organ 
system, the connective tissue, which has lim- 
ited ways of responding to disease. In such 
a situation, similarities in clinical and lab- 
oratory findings would be expected. 


The true relationship of rheumatoid ar- 
thritis and systemic lupus remains unre- 
solved; prominent investigators can be found 
to support either viewpoint. There are some 
advantages to considering them separate 
diseases for the present. This attitude is 
clinically useful, since the prognosis is dif- 
ferent in patients with rheumatoid arthritis 
with systemic manifestations than it is in 
patients with systemic LE with joint in- 
volvement. The philosophy of therapy also 
differs, in view of the difference in the 
threat to life. If we may reason by analogy, 
many other clinically similar disease states 
have proved to have different etiologies; for 
example, at present there are six well-de- 
fined causes of clinically similar hemor- 
rhagic diatheses with prolonged clotting 
times due to impaired thromboplastic activ- 
ity, all of which used to be called either 
hemophilia or “pseudohemophilia.” Similar- 
ly, in cases which used to be clincally in- 
distinguishable from sickle cell anemia or 
sickle trait there can now be demonstrated, 
because of technical advances, other inher- 
ited abnormalities of hemoglobin formation 
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(hemoglobin C, thalassemia, etc.) in addi- 


‘tion to the sickle trait. In genetics many 


analagous situations are known in which a 
single abnormal phenotype can be produced 
by several gentically and biochemically dis- 
tinct abnormalities. Final definition of the 
relationship of systemic LE to rheumatoid 
arthritis will probably require knowledge 
of the etiology or basic pathogenetic mech- 
anisms. 


Relationship to Other “Collagen Diseases” 


The same statements which have been 
made concerning the relationship of sys- 
temic lupus erythematosus to rheumatoid 
arthritis may be made about the relationship 
of systemic LE to other members of the 
family of “collagen disease.” All of the dis- 
eases in this group cause widespread involve- 
ment of the connective tissue, and although 
they usually give rise to identifying and 
characteristic manifestations, individual pa- 
tients may show features typical of other 
diseases in the group during part of their 
course. This may lead to difficult differen- 
tial diagnostic problems, and often the di- 
agnosis ‘a collagen disease” is suggested. 
Because of the similarities and overlap in 
clinical manifestations, many investigators 
feel that these diseases are all pathogenet- 
ically related in a fundamental fashion. The 
fact remains, however, that it is not unusual 
to find overlapping clinical and pathologic 
alterations when several diseases involve the 
same structure, even when they are pro- 
duced by diverse etiologies and pathogenetic 
mechanisms. Despite this, a clinical diag- 
nosis as to which disease is present is pos- 
sible in most cases. The growing tendency 
to “lump” the collagen diseases together may 
confuse future investigation into basic mech- 
anisms; in addition, the differences in prog- 
nosis, therapeutic problems and likely com- 
plications make is clinically more useful to 
consider these diseases as separate entities. 


Conclusion 

Medical students used to be told “know 
syphilis and you will know internal medi- 
cine.” Systemic lupus erythematosus and 
the “collagen diseases” are becoming more 
frequent than syphilis, at least among hos- 
pitalized patients, and the differential diag- 
nostic and therapeutic problems they pre- 
sent are even more varied than those which 
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occur in syphilis. Perhaps medical students 
should now be toid, “know systemic lupus 
erythematosus and you will know internal 
medicine.” 
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FACULTY 


Regents Make New Appointments 


Three members of the School of Medicine 
faculty were promoted to the rank of full 
professor and 25 elevated to associate pro- 
fessor by recent action of the University 
Regents. 


They are among 71 who moved up to a 
higher faculty position effective July 1. 


Robert M. Bird, M.D., was named profes- 
sor of medicine; Merlin K. DuVal, M.D., 
professor of surgery; and Charles F. Ober- 
mann, M.D., clinical professor of psychiatry, 
neurology and behavioral sciences. All were 
associate professors. 


Assistant professors boosted to associate 
professorships were: 


Hubert M. Anderson, M.D., Rene Menguy, 
M.D., and G. Rainey Williams, M.D., sur- 
gery; Paul C. Benton, M.D., Neil B. Kimerer, 
M.D., and Dale W. Peters, M.D., psychiatry ; 
Richard E. Carpenter, M.D., James J. Gable 
Jr., M.D., C. G. Gunn, M.D., Robert C. Law- 
son, M.D., Newman 8S. Matthews, M.D., Wil- 
liam O. Smith, M.D., and Kelly M. West, 
M.D., medicine; 


Glen G. Cayler, M.D., Doman K. Keele, 
M.D., and Henry N. Kirkman, M.D., pedi- 
atrics; Edward H. Kalmon Jr., M.D., David 
D. Lowry, M.D., and Hooshang Taybi, M.D., 
radiology; Dick M. Lowry, M.D., otorhino- 
laryngology; John R. Sokatch, Ph.D., micro- 
biology. 
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NEWS 


Given the rank of associate clinical pro- 
fessor were: Charles M. Bielstein, M.D., 
Harold W. Buchner, M.D., Louis S. Frank, 
M.D., and Charles W. Freeman, M.D., 
pediatrics. 


Preceptors Named by 
Medical School 


J. William Finch, M.D., Hobart, has been 
appointed a preceptor by the University of 
Oklahoma School of Medicine. New appoint- 
ments for 1961-62 also include the following 
associate preceptors: William Bernell, M.D., 
M. Wilson Mahone, M.D., Ralph S. Phelan, 
M.D., Richard F. Shriner, M.D., and Van H. 
Howard, M.D., all of Hobart; J. B. Tolbert, 
M.D., Mountain View; L. O. Short, M.D., 
Granite; Marshall M. Ingram, M.D., Ana- 
darko, and W. L. Honska, M.D., Stillwater. 


OU Graduate College 
Awards Degrees 


The University of Oklahoma Graduate 
College awarded degrees to four students in 
the Medical Center division this spring. 


Charles L. Cahill, E] Reno biochemist, and 
Dean Allen Harris, former member of the 
staff of the OU Speech and Hearing Clinic, 
received Ph.D. degrees. Jerry C. Capps and 
Max Wayne Hurst, both graduates of Drury 
College, Springfield, Missouri, earned Mas- 
ter of Science degrees in biochemistry. 








OSMA to Emphasize 


Although present association activities 
will be maintained and in some cases accel- 
erated next fall, the coming organizational 
year will see the OSMA place emphasis on 
President Clinton Gallaher’s ‘“5-Point Pro- 
gram.” Previously announced during Galla- 
her’s Inaugural Address, the program was 
reviewed at a June 4th meeting of the Ex- 
ecutive Committee, and definite plans were 
laid for its implementation. 


Highlights of the program are: 


Point I. Medical Career Counseling. The 
association, through its Medical School 
Liaison Committee, will launch a major ef- 
fort to provide a personalized counseling and 
recruitment service to the highschool stu- 
dents of the state who plan or are interested 
in medical careers. It is generally planned 
that physician-teams will be organized with- 
in each Councilor District of the State and 
will be made available to the principals of 
the more than 400 high schools of Oklahoma. 
Enrollment at the University of Oklahoma 
will be encouraged. 


As a related effort, the committee will as- 
sist school of medicine officials in their coun- 
seling program for pre-medical students at 
the state’s universities and colleges. 


Point II. Financial Aid to OU Medical 
Students. Extensive plans are underway to 
implement the House of Delegates-approved 
Scholarship, Grant and Loan Program. The 
Executive Committee has recommended that 
a Scholarship, Grant and Loan Committee 
be formed: To administer the monies to be 
raised through the $5 annual dues increase 
(effective January, 1962) ; and to supervise 
the disbursement of these funds in coopera- 
tion with medical school officials. This com- 
mittee will be comprised of the OSMA Presi- 
dent, President-Elect, and the three imme- 
diate past-presidents who are residing in the 
state. 
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“5-Point Program” 
EXECUTIVE COMMITTEE MEETS 


Comprehensive rules and regulations for 
the handling of the funds will be developed 
by the committee, in cooperation with legal 
and banking authorities. 

Point III. Medical Law Familiarization 
Program. All candidates for medical licen- 
sure will receive indoctrination in the Med- 
ical Practice Act of Oklahoma. Plans for 
this program, as approved by the Executive 
Committee, call for joint sponsorship by 
the OSMA and the State Board of Medical 
Examiners, and a committee of physicians 
from the two groups has been appointed. 

Point IV. Professional Responsibility In- 
doctrination Program. During the coming 
organizational year, all county and district 
medical societies will be urged to devote at 
least one program a year to the indoctrina- 
tion of new members (and to the re-indoctri- 
nation of old ones). Recommended subjects to 
be covered include church, civic, charitable 
and public relations responsibilities, as well 
as the physician’s obligation to keep abreast 
of professional progress, to know and prac- 
tice the code of ethics and to be well-versed 
in medico-legal responsibilities. A refresher 
course in the organization and objectives of 
the OSMA and the AMA will also be recom- 
mended. 


To stress the importance of this program 
and to provide a model for component so- 
cieties to follow, the 56th Annual Meeting 
of the OSMA will feature a professional in- 
doctrination panel discussion. 


Point V. Professional Education. The 
physician’s responsibility to continue his 
professional education will receive impetus 
next fall, when the Council on Professional 
Education will begin a series of eight decen- 
tralized postgraduate courses. Proven suc- 
cessful with three experimental courses last 
year, the program will now be expanded to 
cover more subjects and more geographic 
areas of the state. 


Also on tap is an experimental program of 
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educational television, where most state doc- 
tors will be able to receive televised lectures 
in their own homes. 





Other Actions 


In other actions, the Executive Commit- 
tee: 


* Approved the creation of an OSMA 
Speakers Bureau, to provide speakers to 
civic groups, etc., on such subjects as 
“The Economics of Health” and “Med- 
ical Education.” 


* Interpreted Resolution No. 9 (55th an- 
nual meeting), which reaffirmed the as- 
sociation’s opposition to the corporate 
practice of medicine, as not being in con- 
flict with association sponsorship of 
SB 399, a bill to permit the incorpora- 
tion of the business aspects of a medical 
practice. 





* Gave the green light to the Constitution 
and Bylaws Committee to prepare the 
amendments necessary to change the or- 
ganizational structure of the association, 
as authorized by the Delegates (55th 
annual meeting). 


* Reviewed, with Oklahoma Delegates to 
the AMA, three resolutions to be trans- 
mitted for AMA approval. The resolu- 
tions are (1) To Improve General Prac- 
tice Residencies, (2) To Oppose the Ac- 
tion of the American College of Surgeons 
Regarding Selection of Surgical Assist- 
ants, and (3) To Discontinue the Scien- 
tific Portion of the AMA Mid-Winter 
Meeting (for economy purposes). 


* Ruled that Resolution No. 5 (55th an- 
nual meeting), in which the OSMA ex- 
pressed opposition to service contracts, 
carried no punitive provisions, and was 
thereby only a policy guide to county 
medical societies and individual mem- 
bers. 


® Agreed that the Chairman of the five 
association “Councils” should be _ in- 
structed to take full responsibility for 
implementing the appropriate features 
of the “5-Point Program” and other ap- 
proved association activities. 
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Summary of 110th AMA Meeting 


Osteopathy, medical discipline, communi- 
cations, surgical assistants, drug legislation, 
general practice residencies, relations with 
allied health professions and services, and 
poliomyelitis vaccine were among the major 
subjects covered by 115 resolutions and 28 
reports acted upon by the House of Dele- 
gates at the American Medical Association’s 
110th Annual Meeting held June 25-30 in 
New York City. 


Doctor George M. Fister of Ogden, Utah, 
member of the AMA Board of Trustees and 
previously a member of the House of Dele- 
gates, was named President-Elect of the As- 
sociation. Doctor Fister will become Presi- 
dent at the June, 1962, annual meeting in 
Chicago, succeeding Doctor Leonard W. Lar- 
son of Bismarck, North Dakota, who as- 
sumed office at the Tuesday night inaugural 
ceremony in New York. 


The AMA 1961 Distinguished Service 
Award was voted to Doctor Walter H. Judd 
of Minneapolis, physician and member of 
Congress, for his contributions as a medical 
missionary, humanitarian and statesman de- 
voted to world peace. 


Total registration through Thursday, with 
half a day of the meeting still remaining, 
had reached 56,315, including 22,681 phy- 
sicians. 


Oklahoma was officially represented by: 
Delegate Wilkie D. Hoover, M.D., Tulsa; 
Delegate Malcom E. Phelps, M.D., El Reno 
(who served on a reference committee and 
was elected President of the Aces and 
Deuces, a fraternal organization of states 
which have one or two AMA delegates) ; Al- 
ternate Joe L. Duer, M.D., Woodward; Al- 
ternate Tom C. Points, M.D., Oklahoma 
City; President Clint Gallaher, M.D., Shaw- 
nee; President-Elect J. Hoyle Carlock, M.D., 
Ardmore; and, John F. Burton, M.D., Okla- 
homa City, member of the AMA Council on 
Medical Service. 


During the meeting, Doctor Burton was 
named Chairman of the Council on Medical 
Service, one of the major divisions of AMA 
activities. He is the first Oklahoma phy- 
sician to be so honored. 

















Osteopathy 


In considering a report of the Judicial 
Council and three resolutions on the subject 
of osteopathy, the House of Delegates agreed 
with the intent of the report and resolutions, 
but instead adopted the following statement 
of AMA policy: 


“1. There can never be an ethical rela- 
tionship between a doctor of medicine and 
a cultist, that is, one who does not practice 
a system of healing founded on a scientific 
basis. 


“2. There can never be a majority party 
and a minority party in any science. There 
cannot be two distinct sciences of medicine 
or two different, yet equally valid systems 
of medical practice. 


“3. Recognition should be given to the 
transition presently occurring in osteopathy, 
which is evidence of an attempt by a sig- 
nificant number of those practicing osteo- 
pathic medicine to give their patients scien- 
tific medical care. This transition should be 
encouraged so that the evolutionary process 
can be expedited. 


“4. It is appropriate for the American 
Medical Association to reappraise its appli- 
cation of policy regarding relationships with 
doctors of osteopathy, in view of the trans- 
ition of osteopathy into osteopathic medi- 
cine, in view of the fact that the colleges 
of osteopathy have modeled their curricula 
after medical schools, in view of the almost 
complete lack of osteopathic literature and 
the reliance of osteopaths on and use of 
medical literature, and in view of the fact 
that many doctors of osteopathy are no long- 
er practicing osteopathy. 


“5. Policy should now be applied individ- 
ually at state level according to the facts as 
they exist. Heretofore, this policy has been 
applied collectively at national level. The 
test now should be: Does the individual doc- 
tor of osteopathy practice osteopathy, or 
does he in fact practice a method of healing 
founded on a scientific basis? If he prac- 
tices osteopathy, he practices a cult system 
of healing and all voluntary professional as- 
sociations with him are unethical. If he bases 
his practice on the same scientific principles 
as those adhered to by members of the 
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American Medical Association, voluntary 
professional relationships with him should 
not be deemed unethical.” 


Medical Discipline 


In a major move designed to strengthen 
the profession’s disciplinary mechanisms, 
the House approved the conclusions and rec- 
ommendations of the Medical Disciplinary 
Committee. One recommendation suggests 
that “The bylaws of the American Medical 
Association be changed to confer original 
jurisdiction on the Association to suspend 
or revoke the AMA membership of a physi- 
cian guilty of a violation of the Principles 
of Medical Ethics or the ethical policy of 
the American Medical Association regard- 
less of whether action has been taken against 
him at local level.” 


Another “encourages and urges that each 
state association report annually to the 
American Medical Association all major dis- 
ciplinary actions taken within its jurisdic- 
tion during the preceding calendar year.” 


The report urged state and county medical 
societies to utilize grievance committees as 
“orand juries” to initiate action against an 
offender so as to obviate the necessity of 
making an individual member of a medical 
society complain against a fellow member. 


The House suggested that each medical 
school develop and present a required course 
in ethics and socio-economic principles, and 
that each state board of medical examiners 
include questions on ethics and proper socio- 
economic practices in all examinations for 
license. 


Communications 


Acting upon four resolutions related to 
the Association’s public relations program, 
the House adopted a substitute resolution 
directing the Speaker of the House of Dele- 
gates to name seven elected members of the 
House as a special committee “to study 
and continually advise the Board of Trustees 
on the broad planning and coordination of 
all phases of communications of the Ameri- 
can Medical Association, so that the public 
and the members of the medical profession 
are properly and adequately advised of the 


(Continued on Page 405) 
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Orange M. Welborn, M.D., Ada physician, is shown standing beside the Valley View Hospital Field Medical Unit. 





In the doorway of the van is Julian Henry, furniture dealer and Property Officer of the Pontotoc County CD unit. 





Ada Steps Forward With Mobile Disaster Unit 


Valley View Hospital, with the help of 
Ada citizens from all walks of life, has put 
itself on wheels. The “mobile arm” of the 
hospital, designed to extend hospital services 
to any disaster site, takes the form of a 
custom built truck which is especially staffed 
and equipped to meet major medical emer- 
gencies. 

The idea for the unique civil defense unit 
was born in the mind of Mrs. Celeste Kem- 
ler, hospital administrator, after consulta- 
tion with Doctors Orange M. Welborn, James 
F. Hohl and David Ramsay, local physicians. 

Planned as an integral part of the hos- 
pital’s emergency medical care program, the 
unit, valued at $8,000, was acquired at nom- 
inal cost, due to the contributions of many 
Ada businesses and professional people. The 
hospital donated a used truck, a bakery 
mounted a discarded van on the chassis, and 
local auto supply, sheet metal and electrical 
firms contributed the necessary skilled labor 
and parts to produce the mechanically-sound, 
glistening white field medical unit. 

Doctor Welborn led local medics in plan- 
ning and supervising the functional aspects 
of the unit. 


Equipment and Operational Plans 
In the event of a major medical disaster, 


whether natural or man-made, the vehicle 
will rush to the scene and immediately be- 
gin processing casualties. Three eight-man 
crews have been organized, providing the 
necessary staff of skilled personnel on a 
round-the-clock basis. 
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Flashing lights and wailing sirens will 
proclaim the truck’s arrival at a disaster 
area. Immediately upon arrival, the driver 
will start an auxiliary generator and a 50 
foot signal tower will be erected, to guide 
rescue workers and ambulances to the unit. 

After two-way radio communications are 
established between the field unit and the 
hospital, and the special fold-out tarps are 
sheltering each side and the rear of the 
truck, Ada’s Field Medical Unit will be ready 
to receive casualties. 

Casualties will be brought to one side of 
the truck, where they will receive emergency 
treatment, be tagged and then transferred 
to the sheltered area on the truck’s other 
side, there to await evacuation back to the 
hospital. Walking wounded will await trans- 
portation under the rear shelter. 

Inside the van are eight footlockers, con- 
taining medical supplies, splints and other 
equipment. Blankets, thirty-six stretchers, 
and processing tags are also housed in the 
body of the truck. A radio bench and stor- 
age cabinets are built-in features of the unit. 


Ounce of Prevention 


Adans express hope that the unit will 
never need to be used, but their example of 
disaster preparedness presents a worthwhile 
challenge to other Oklahoma cities. ‘“We’re 
proud of our achievement,” says Doctor Wel- 
born, ‘and the health personnel of the Ada 
area have bolstered confidence in their abil- 
ity to meet major medical emergencies.” 





Proceedings of the 55th Annual Session of the House of Delegates 
of the 


Oklahoma State Medical Association 


Opening Session* 


The 55th Annual Session of the House of Delegates 
of the Oklahoma State Medical Association was called 
to order on Sunday, May 7, 1961, at 10:00 a.m. in the 
Pompeian Court of the Mayo Hotel in Tulsa by Mar- 
shall O. Hart, M.D., Tulsa, Speaker of the House of 
Delegates. 


Doctor Hart asked the Credentials Committee if a 
quorum was present. The Credentials Committee Chair- 
man, C. Riley Strong, M.D., El Reno, announced that 
a quorum was present. 


Invocation was given by Doctor Paul O. Shackelford 
of Tulsa. 


Doctort Hart announced that all voting Delegates 
should be seated in the front section of the room, 
where tables were provided, and that all others shou!d 
find chairs toward the back of the room. 


The Speaker announced the appointment of the fol- 
lowing working committees of the House of Delegates: 


Credentials Committee 


C. Riley Strong, M.D., El Reno, Chairman 
William Cheatwood, M.D., Duncan 
Charles Wilbanks, M.D., Tulsa 


Constitution and By-Laws Committee 
E, C. Mohler, M.D., Ponca City, Chairman 
Wiley G. Chestnut, M.D., Enid 

Miscellaneous Business Committee 


Malcom E. Phelps, M.D., El Reno, Chairman 
Carlton E. Smith, M.D., Henryetta 
Ben F. Gorrell, M.D., Tulsa 


Legislation and Public Policy Committee 


Wilkie D. Hoover, M.D., Tulsa, Chairman 
Harlan Thomas, M.D., Tulsa 

Roger G. Johnson, M.D., Frederick 

Insurance and Medical Service Committee 


Joe L. Duer, M.D., Woodward, Chairman 

Ella H. Murray, M.D., Edmond 

William A. Geiger, M.D., Fairfax 
Sergeant at Arms 


E. K. Norfleet, M.D., Bristow 


Tellers 


Alpha Johnson, M.D., El Reno 
Paul O. Shackelford, M.D., Tulsa 
Thomas C. Points, M.D., Oklahoma City 


*Proceedings of the closing session will appear in the Au- 
gust Journal. 
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Parliamentarian 
C. M. Hodgson, M.D., Kingfisher 


As the next order of business, Doctor Hart began 
the introduction of guests. 


First introduced by Doctor Hart was Representative 
Ed Bradley of Tulsa who presented a resolution (see 
page 414) commending the Oklahoma State Med- 
ical Association, along with other groups, for its work 
in connection with the Governor’s Committee on Em- 
ployment of the Handicapped, with particular reference 
to sponsorship of the annual essay contest. 


Doctor Hart next introduced Mrs. Virgil Ray For- 
ester, President of the Woman’s Auxiliary to the Okla- 
homa State Medical Association. Mrs. Forester, in her 
address to the House of Delegates, expressed the ap- 
preciation of the Woman’s Auxiliary for the aid it had 
received from different members of the Association, 
and particularly to Doctor C. F. Foster for his as- 
sistance in the decoration of the Auxiliary’s new office 
in the Association’s Headquarters Building in Okla- 
homa City. Mrs. Forester then introduced Mrs. W. P. 
Fite, Sr., incoming President of the Woman’s Aux- 
iliary. 


Doctor Hart next called on the President of the As- 
sociation, Doctor Walter E. Brown, Tulsa, who intro- 
duced Mark R. Everett, Ph.D., Dean of the University 
of Oklahoma School of Medicine, and presented Doctor 
Everett with a check in the amount of $7,943.82 as a 
gift from the American Medical Education Foundation. 
Doctor Everett expressed thanks for the contribution, 
on behalf of the Medical School, and commended Doc- 
tor Brown for his diligence and ability in his duties 
as President of the Association. 


Next on the list of guests was E. F. Lester, M.D., 
Secretary of the State Board of Medical Examiners. 
Doctor Lester outlined for the House of Delegates 
some of the many problems faced by the Board, and 
urged all members of the Association to visit the 
Board’s office in order to formulate a better under- 
standing of the functions of the Board and its con- 
tributions in promoting the prestige of the profession, 
not only in Oklahoma but throughout the nation. He 
also explained to the members many of the duties of 
the Board of Medical Examiners which are not com- 
monly known but which provide important liaison be- 
tween his office and various state and federal govern- 
mental agencies. Doctor Lester, in explaining the 
various financial problems of the Board, noted that it 
would be a good idea to have the law read that the 
yearly re-registration fee would be up to $10.00 de- 
pending on need. 


(Continued on Page 412) 
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55th Annual Meeting Attendance, By County 


Each year, annual meeting officials are 
faced with the ever-increasing challenge of 
developing and promoting a scientific and 
social program which will attract sufficient 
interest among members of the association 
to produce a worthwhile attendance. 

The score sheet for the 55th annual meet- 
ing, which drew a registration of 613 phy- 
sicians, is graphically depicted above on a 
county basis. The total registration figure 
represents about 40% of the active member- 
ship of the OSMA. 

While larger meetings have been held in 
the past, the meeting may easily be ruled a 
success in terms of modern-day competition 
for the doctors’ postgraduate training time. 
General Chairman C. S. Lewis, Jr., M.D., 
and Program Chairman Donald L. Brawner, 
M.D., marshalled the planning committees 
well, and Tulsa physicians (host society) 
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developed many innovations which improved 
the quality of the meeting and undoubtedly 
enhanced attendance. 


It has been said that the scientific pro- 
gram, and the nineteen visiting lecturers as- 
sociated with it, would have done credit to 
any meeting, including those of national sig- 
nificance. 


In examining the geographic pattern of 
attendance distribution, it appears obvious 
that the meeting site had much to do with 
the county society turnout, with some notable 
exceptions. 


Planning for the 56th annual meeting is 
already underway by General Chairman 
J. R. Stacy, M.D., who recognizes that Okla- 
homa County, next year’s host society, must 
work long and hard to match the quality of 
the Tulsa event. 








OU Medical School Awards 83 Degrees 


Eighty-three men and women were gradu- 
ated from the University of Oklahoma School 
of Medicine May 21 in commencement exer- 
cises at the Oklahoma City University au- 
ditorium. 


Degrees were conferred by Mark R. Ev- 
erett, Ph.D., director and dean, and Horace 
B. Brown, Ph.D., OU dean of business ad- 
ministration. 


Graduating seniors receiving top honors 
were Dale B. Sherrod, Oklahoma City, and 
Jane Self, Tulsa. Sherrod, class president, 
was given the Onis George Hazel Memorial 
citation to the senior “most nearly approach- 
ing the ideal doctor-patient relationship.” 
Miss Self was the first recipient of the L. J. 
Moorman award, established in memory of 
the late Oklahoma City physician to recog- 
nize the student showing “‘the greatest schol- 
arly attitude in medicine.” 


Delmar Ray Caldwell, Shattuck, and Rich- 
ard Elwood Mansfield, Oklahoma City, re- 
ceived Student Research Achievement 
awards. Caldwell also won the Oklahoma 
City Surgical Society citation to the most 
outstanding senior student in surgery. 


Two members of the class of 1962, Ernest 
R. Daffer, Wilson, and James Vance Miller, 
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Oklahoma City, shared in the new State Der- 
matological prize for the best paper describ- 
ing original research in dermatology. 


Graduates and their internship appoint- 
ments are: 

From Okmulgee—Robert L. Alexander, 
St. Louis City Hospital, St. Louis, Missouri. 


Bristow — Edward W. Allensworth, St. 
John’s Hospital, Tulsa. 


Wewoka—Lanny G. Anderson, University 
of Oklahoma Hospitals, Oklahoma City. 


Shidler—John D. Atkin, Wesley Hospital, 
Oklahoma City. 


Okeene—Gerald L. Beckloff, St. Francis 
Hospital, Honolulu, Hawaii. 


Seminole—Robert F. Bell, University of 
Oregon Hospitals, Portland. 


Cushing—Robert N. Blackburn, St. Lukes 
Hospital, Spokane, Washington; Ted W. 
Wolfe, St. Anthony Hospital, Oklahoma City. 


Tulsa—John R. Alexander, William F. 
Carlile, Thomas S. Llewellyn, Jane Self, all 
at St. John’s Hospital, Tulsa; Ronald D. 
Clark, University of Oklahoma Hospitals; 
Joe B. Jarman, St. Anthony Hospital, Okla- 
homa City; Robert R. Moose, Jerry L. Puls 
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and Milton R. Workman, Hillcrest Medical 
Center, Tulsa; Charles E. Dean, University 
of Indiana Hospitals, Indianapolis; Dean T. 
Fitzgerald, Baptist Memorial Hospital, Mem- 
phis, Tennessee; John I. Smith, St. Anthony 
Hospital, Denver, Colorado. 


Lawton—Reagan H. Bradford, Oklahoma 
City VA Hospital; Melvyn L. Brill, St. 
John’s Hospital, Tulsa; A. Munson Fuller, 
Cook County Hospital, Chicago. 


Prague—Michael N. Burleson, St. An- 
thony Hospital, Oklahoma City. 


Shattuck—Delmar R. Caldwell, Univer- 
sity of Texas Medical Branch, Galveston. 


Cleveland, Oklahoma—Frank D. Chap- 
man and Jack D. Powell, Hillcrest Medical 
Center, Tulsa. 


Red Oak—Joe R. Danel, St. Anthony Hos- 
pital, Oklahoma City. 


Drumright—Preston W. DeShan Jr., Wes- 
ley Hospital, Oklahoma City. 


Heavener—Ollie W. Dehart, St. John’s 
Hospital, Tulsa. 


Muskogee—Lamar D. Desmuke, Youngs- 
town Hospital Association, Youngstown, 
Ohio; John E. McAlister, University of Okla- 
homa Hospitals, Oklahoma City. 


Elk City—David S. Dycus, St. John’s Hos- 
pital, Tulsa. 


Shawnee—Edmund A. Franken Jr., St. 
John’s Hospital, Tulsa; Willard B. Morgan 
Jr., Wesley Hospital, Oklahoma City. 


Enid—Roger A. Franz, Gorgas Hospital, 
Canal Zone; David M. Selby, University of 
California Hospitals, San Francisco. 


Brownsville, Texas—Adan L. Gorena Jr., 
St. Anthony Hospital, Oklahoma City. 


Wakita—John L. Hackney, Mounds Park 
Hospital, St. Petersburg, Florida. 


Ponca City—Charles H. Hale, U. S. Naval 
Hospital, Portsmouth, Virginia; James D. 
Morgan, U.S. Naval Hospital, Camp Pendle- 
ton, California. 


Jet—Charles B. Haunschild, University of 
Oklahoma Hospitals, Oklahoma City. 
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Cherokee—Robert J. Hogue Jr., Wesley 
Hospital, Oklahoma City. 


Norman—George W. Ingels, Methodist 
Hospital, Dallas, Texas; Lawrence S. Mer- 
ritt, St. Anthony Hospital, Oklahoma City. 


Orienta—Kenneth L. Koehn, Wesley Hos- 
pital, Oklahoma City. 


Ardmore—Billy P. Loughridge, Univer- 
sity of Texas Medical Branch, Galveston. 


Manhattan, Kansas—Richard E. Mans- 


field, U. S. Public Health Service, New Or- 
leans, Louisiana. 


Sapulpa—Griffith C. Miller, Mercy Hos- 
pital, Oklahoma City. 


Keota—James D. Moore, St. Anthony Hos- 
pital, Oklahoma City. 

Idabel—Bernie Parsons, St. Lukes Hos- 
pital, Spokane, Washington. 


Anadarko—Kenneth G. Plummer, Mound 
Park Hospital, St. Petersburg, Florida. 


Jones—Terrill E. Price Jr., St. Francis 
Hospital, Honolulu, Hawaii. 


Jennings—David G. Riegel, King County 
Hospital, Seattle, Washington. 


Harmon—Robert M. Richard, Los Angeles 
County Hospital, Los Angeles. 


Tahlequah—Victor L. Robards Jr., St. 
John’s Hospital, Tulsa. 


Chester—Monty L. Rothenberger, Army 
Medical Service Hospitals, Fort Knox, Ken- 
tucky. 


Burbank, Oklahoma—Charles J. Shaw, 
St. John’s Hospital, Tulsa. 


Claremore—June C. May, University of 
Oklahoma Hospitals, Oklahoma City. 


Bartlesville—J. Rigby Slight, University 
of California Hospitals, Los Angeles. 


Frederick — Henry P. Smith, Hillcrest 
Medical Center, Tulsa. 


Mangum—Lowell N. Templer, St. An- 
thony Hospital, Oklahoma City. 


Gotebo—Harold D. Thiessen, Wesley Hos- 
pital, Oklahoma City. 


Pawnee—William E. Van Buren, U. S. 
Naval Hospital, Oakland, California. 


Cordell—Phillip J. Wright, University of 
West Virginia Hospitals, Morgantown, West 
Virginia. 


Oklahoma City—Walter L. Bowlan, Wil- 
liam A. Crockett, Clyde H. Dorr, Robert P. 
Shaver, Robert M. Smith and Stanton L. 
Witter, St. Anthony Hospital, Oklahoma 
City; Charles L. Jobe Jr., University of 
Oklahoma Hospitals, Oklahoma City; Gloria 
D. Rogers and Kenneth A. Rogers Jr., Wes- 
ley Hospital, Oklahoma City; Charles H. 
Farr, Mercy Hospital, Oklahoma City; Har- 
rison F. Hayes and Dale B. Sherrod, Presby- 
terian Hospital, Denver; William R. East, 
USAF Hospital, Lackland, San Antonio, 
Texas; 


Paul B. Edmonds, Martin Army Hospital, 
Fort Benning, Georgia; Mildred A. Franklin, 
San Francisco Hospital, San Francisco, Cali- 
fornia; Harvey L. Gaspar, Methodist Hos- 
pital, Dallas, Texas; Crockett H. Page, St. 
Joseph Mercy Hospital, Detroit, Michigan; 
Luther J. Strickland, Arkansas Baptist Hos- 
pital, Little Rock. 


Class of ‘50 Holds 
Eleventh Reunion 


Western Hills Lodge at Sequoyah State 
Park was the site of the Eleventh Reunion 
of the 1950 class of the University of Okla- 
homa School of Medicine on June 9 and 10. 


The two-day event included a scientific 
program, business meeting, swimming, danc- 
ing and special entertainment. 


Guest speakers for the program were: 
Ernest Lachman, M.D., Robert W. King, 
M.D., William Renfrow, M.D., and Rafael 
Rigual, M.D., all of Oklahoma City; Max 
Schideler, M.D., Enid; and Robert Bowers, 
M.D., Congo, Africa, who is taking a resi- 
dency at the University of Oklahoma Med- 
ical Center. 
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EDWARD T. FRANK, M.D., a native of Pon- 
ca City and graduate of the University of 
Tennessee School of Medicine, has joined 
the staff of the Oxley-Morgan Clinic in Guy- 
mon. 


After five years of practice in Oklahoma 
City, GERALD BEASLEY, M.D., is now associ- 
ated with Doctors Richard Ellis, Casper 
Smith and Dwight Weedn in Duncan. 


Members of the medical profession were 
invited to attend the Southern Oklahoma 
Legal Institute on June 9th at Lake Murray 
Lodge. Speaking before the lawyers’ group 
was WILLIAM N. HaArsHA, M.D., Oklahoma 
City. 


Newly elected officers of the Oklahoma 
State Radiological Society are E. D. Green- 
berger, M.D., McAlester, President; G. Ray 
Ridings, M.D., Oklahoma City, Vice-Presi- 
dent; Simon Pollack, M.D., Tulsa, Secre- 
tary; and, Carl G. Coin, M.D., Oklahoma 
City, Treasurer. 


During the recent meeting of the Ameri- 
can Academy of General Practice held in 
Miami Beach, M. B. GLISMANN, M.D., Okla- 
homa City, was one of four delegates who 
was presented a “Certificate of Apprecia- 
tion” for having served in that capacity for 
ten years or longer. At the same meeting, 
MALCOM E. PHELPS, M.D., El Reno, was re- 
elected President of the American Academy 
of General Practice Foundation Board of 
Trustees. 


MARSHALL INGRAM, M.D., a graduate of 
the University of Oklahoma School of Med- 
icine, is establishing his practice in Hinton. 
Doctor Ingram is moving to Hinton from 
Anadarko where he had practiced for one 
year after completion of a residency at 
Charity Hospital in New Orleans. 


Journal of the Oklahoma State Medical Association 























Summary of 110th AMA Meeting 
(Continued from Page 398) 


policies and concern of the medical profes- 
sion with respect to all phases and aspects 
of medical care for all people.” 


Surgical Assistants 


In considering a Board report and two 
resolutions (one from Oklahoma) on the 
subject of surgical assistants (with particu- 
lar reference to the American College of 
Surgeons edict against using the referring 
doctor as an assistant), the House approved 
a set of principles which provided that... 
each AMA member is expected to observe 
the Principles of Ethics; that doctors should 
be paid for services personally rendered, but 
that referral alone does not constitute com- 
pensable service; that it is ethical for a sur- 
geon to empioy an assistant for a surgical 
procedure; and, that each physician involved 
in a case should bill separately (other than 
a regular, employed assistant). 


The use of an employed assistant, whether 
he is the referring physician or on a per- 
case or full-time basis, must not be used as 
a subterfuge to split fees or divide insur- 
ance benefits, the report said. 


Other Actions 
Other major actions included: 


* Opposition to allowing the Food and 
Drug Administration to determine efficacy 
as well as safety of new drugs. 


¢ Approval of the creation of new two- 
year residency training programs in general 
practice (sponsored by Oklahoma and 
others). Such programs will provide for 
more experience in obstetrics and surgery. 


* Creation of a Commission to Coordinate 
the Relationships of Medicine with Allied 
Health Professions and Services. 


* Adoption of a report calling for the 
transition of emphasis from Salk vaccine to 
oral poliomyelitis vaccine. 


* Final approval of a $20/year dues in- 
crease; $10 on January 1, 1962, and $10 
additional on January 1, 1963. 
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Handbook of Medical Treatment. Milton 
J. Chatton, M.D., Sheldon Margen, M.D., 
and Henry Brainerd, M.D., Lang Medical 
Publications, Los Altos, Calif. Price $3.50. 


Handbook of Pediatrics. Edited by Henry 
K. Silver, C. Henry Kempe and Henry B. 
Bruyn, Lange Medical Publications, Los 
Altos, Calif. 


Handbook of Surgery. Edited by John L. 
Wilson and Joseph J. McDonald, Lange Med- 
ical Publications, Los Altos, Calif. 





The House of Healing. Mary Risley, 
Doubleday & Co., New York City. Price 
$4.50. 


The Human Frame. Giovanna Lawford, 
Doubleday & Co., New York City. 


Human Pituitary Hormones. Editors for 
Ciba Foundation, Little, Brown & Co., Bos- 
ton, Mass. 


Infectious Diseases of Children, 2nd Edi- 
tion. Saul Krugman, M.D. and Robert Ward, 
M.D., C. V. Mosby Co., St. Louis, Mo. Price 
$13.00. 


Information, Please! Alfred Dreyfuss II, 
Vantage Press, Inc. New York City. Price 
$7.50. 


Management of Fractures, Dislocations 
and Sprains. Key and Conwell’s, C. V. Mosby 
Co., St. Louis, Mo. Price $27.00. 


Heart Page 


(Continued from Page 384) 
REFERENCES 
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NOTICE: 

Application for Research Fellowships, Research In- 
vestigatorships, Established Investigatorships, and 
Grants-in-Aid are now being accepted. The deadline 
for applications for Research Fellowships is September 
15, 1961, and for Grants-in-Aid, November 1, 1961. 
For further information and application forms contact: 
Assistant Medical Director for Research, American 
Heart Association, 44 East 23rd Street, New York 10, 
New York. 








” Auxiliary 


Interim 


By this time Oklahoma’s report of last 
year’s projects has been made to the Nation- 
al Convention by our out-going President, 
Mrs. Virgil Ray Forester. Through con- 
stancy and consistency, our accomplishments 
are many. Mrs. Pat Fite, Sr., our new Pres- 
ident, will have many suggestions for us 
when she returns. 


Instead of quoting Chaucer, we should 
think of “Summer is an interim.” Regard- 
less of how relaxed or how busy our summer 
may be, we can always find time to think of 
ways to keep our members interested; to in- 
vite and encourage new members; and to 
find our place in providing service to our 
community, based on individual need. 


Mrs. Margulis aptly states in the latest 
Bulletin: “ ... But even when each auxiliary 
member totted up the hours she had spent 
in community service a few years ago and 
they turned out to number in the millions, 
this figure was not a measure of our effec- 
tiveness. For no instrument has been de- 
vised to measure our real accomplishment, 
intangible and nearly indefinable: public 
relations for the medical profession.” 

First of all, it is important that each pres- 
ident or membership chairman try to im- 
agine being in Auxiliary work for the very 
first time—not as the veteran member she 
usually is. Often we overlook explanations 
of the mechanics of our organization. If 
only one new member is involved——or sev- 
eral who have seldom attended—be sure to 
have an adequate orientation to cover the 
purpose, the projects, and the potential of 
Auxiliary work. 


We assume so much: that the wife of a 
doctor will, of course, serve as an officer 
or as a program or health chairman of 
P.T.A., church groups, and civic organiza- 
tions; and that, as Medical Auxiliary mem- 
bers, we are always expected to work on 
health drives. These things veteran mem- 
bers have done and are always doing. But, 
just in case some of our newer members have 
been influenced by the glamorous interviews 
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in some of the earlier issues of The Doc- 
tor’s Wife—or the interview with the New 
York doctor’s wife carried in newspapers: 
“These days all doctors have regular hours, 
so that our social life is never curtailed,” 
we need to make an early approach on our 
adjustments and responsibilities in our daily 
lives. 


Few areas prove more fruitful than our 
schools. We can never overlook the health 
possibilities: many have worked already on 
audiometer testing, improving nutritional 
programs in lunchrooms, presenting: movies 
on cancer detection—the list is endless. The 
physical fitness program on wihch Bud 
Wilkinson is currently assigned will also pro- 
vide each Auxiliary with new opportunity 
to help in every school in our state. 


One of the projects in which we have un- 
derstandable pride is our Health Careers 
program. It has shown spirited growth 
since its inception. While we are doing our 
interim evaluation this month, let us not 
slight in any way continued emphasis in 
working with our high school students. But 
many members have younger children and 
will be working in elementary grades and 
junior high schools. How can they encour- 
age younger students? One Auxiliary last 
year sponsored an essay contest in connec- 
tion with Doctor’s Day, giving awards to 
outstanding essays. Speech contests are ex- 
cellent. Science fairs are a wonderful idea 
at any age level, and most teachers and prin- 
cipals are extremely cooperative. A junior 
high school (again inspired by a Medical 
Auxiliary) had a science exhibit and an open 
house for doctors. Through active partici- 
pation, one boy said he had become so in- 
terested that he had decided he would like 
to study medicine. 


We hope your “interim” is a pleasant one, 
and that, regardless of your activities, you 
are occasionally thinking of new ideas to 
stimulate interest in your local Auxiliary 
and of new ways to aid your community 
through personal effort and Auxiliary par- 
ticipation. 
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Anesthesiology 


Richard S. Dillman, M.D., 529 Fifth Street, Ann Arbor, 
Michigan; age 35; married; University of Michigan, 
1956; board eligible. 


George Edward Kimmel, M.D., P. O. Box 186, U.S. 
Naval Hospital, Camp Lejeune, North Carolina; age 
32; married; University of Indiana, 1954; board 
eligible; available September 15, 1961. 


General Practice 


Conrad Markert, M.D., Hillcrest Medical Center, Tulsa; 
age 31; married; University of Oklahoma, 1960; avail- 
able July 1, 1961. 


George Rosenthal, M.D., John Peter Smith Hospital, 
Fort Worth 4, Texas; married; University of Arkansas 
Medical School, 1960; available immediately. 


Leonard W. Rozin, M.D., 2740 N.W. 21st St., Oklahoma 
City; age 33; married; University of Kansas, 1959; 
now completing general practice residency at Uni- 
versity Hospital; desires association in Oklahoma 
City; available July 1, 1961. 


John Richard Smith, M.D., U.S.A.F. Hospital, APO 
633, New York City, New York; age 29; married; 
University of Oklahoma School of Medicine, 1957; 
available September, 1961. 


Irving Teague Staley, M.D., 4207 Givens Avenue, Mem- 
phis 17, Tennessee; age 32; married; University of 
Tennessee, 1960; available July 1, 1961. 


Joe Allen Stewart, M.D., Box 337, Fountain Inn, South 
Carolina; age 36; married; University of Oklahoma, 
1949; available immediately. 


E.E.N.T. 


August L. Stemmer, M.D., 20th Station Hospital, APO 
696, New York, N.Y.; age 32; married; Harvard 
Medical School, 1953; board certified; Available May 
1, 1961. 


Industrial 


A. G. Dandenault, M.D., 735 Lundvall, Rockford, Illi- 
nois; age 60; single; University of Manitoba Med- 
ical College, 1926; prefers general practice with some 
surgery; available immediately. 


Frederic O. Epp, M.D., 110 West 6th, Augusta, Kansas; 
age 54; married; University of Kansas, 1938; desires 
industrial or governmental work; available imme- 
diately. 


Internal Medicine 
Spencer E. Berry, M.D., 13630 Flynn, Le Puente, Cali- 


fornia; single; University of Oklahoma, 1950; board 
eligible; available now. 
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James Stanford Haimsohn, M.D., 3340 Poplar Avenue, 
Memphis, Tennessee; age 43; married; University 
of Tennessee, 1942; board certified: available 90 days. 


Donald Sinton Hall, M.D., 8283 Marlow, Detroit 28, 
Michigan; age 33; married; University of Cincinnati, 
1955; available August, 1961. 


Allen Bert Malnak, 1015% Brown Street, Evanston, 
Illinois; age, 32; married; University of Illinois, 1954; 
board eligible; available June or July, 1961. 


Locum Tenens 


University of Oklahoma graduate desires locum tenum 
during the months of August or September, 1961. Con- 
tact R. A. Yeakley, M.D., c/o St. John’s Hospital, 1923 
South Utica Avenue, Tulsa, Oklahoma. 


Obstetrics and Gynecology 


Philip Tabor Bennett, M.D., Quarters 739A, Maxwell 
A.F.B., Montgomery, Alabama; age 31; married; 
University of Texas Medical School, 1954; board eli- 
gible; available July 1961. 


Robert Russell Fahringer, M.D., 1506 13th Street, Bed- 
ford, Indiana; age 38; married; Jefferson Medical 
College, 1953; board eligible; available immediately. 


Richard W. Fenaughty, M.D., 95 Hart Street, New 
Britain, Connecticut; age 31; married; State Uni- 
versity of New York, 1957; available July 1961. 


Joseph W. Herbert, M.D., 915 North ist Street, Temple, 
Texas; age 41; married; Southwestern Medical 
School, Dallas, 1945; board certified; available im- 
mediately. 


Michael Lado, M.D., 999 Monroe Ave, Apt. 707, Mem- 
phis, Tennessee; age 31, married; University of 
Pittsburgh, 1955; available July, 1961. 


Robert B. Williams, M.D., 27 Normandy Road, Auburn- 
dale 66, Massachusetts; married; age 30; Tulane Uni- 
versity, 1955; board certified; available July 1, 1961. 

John J. Zadworny, M.D., 419 South Waccamaw Street, 
Columbia, South Carolina; age 30; married; Uni- 
versity of Manitoba, 1955; board eligible; available 
immediately. 


Orthopedics 


Sheldon Roger, M.D., 1185 Holly Street, Denver, Colo- 
rado; age 31; married; Indiana University, 1953; 
board eligible; available July 1, 1961. 


George Walter Shaw, M.D., 6135 Walmer, Mission, 
Kansas; age 32; University of Texas, Southwestern 
Medical School, 1953; available, December, 1961. 


Emmet J. Thorpe, M.D., 6811 Stockton Drive, Knox- 
ville, Tennessee; age 32; married; George Washing- 
ton University School of Medicine, 1951; board cer- 
tified; available immediately. 





Perry Merrill White, Jr., M.D., 3338 Tanglewood Drive, 
Augusta, Georgia; age 35; married; Baylor University 
College of Medicine, 1953; board eligible; available 
August, 1961. 


Psychiatry 


William L. Sherman, Jr., M.D., 201 East Kirby, De- 
troit 2, Michigan; age 38; single; Wayne State Uni- 
versity College of Medicine, 1947; board eligible; 
available immediately. 


Mary Eichhorn, M.D., 501 Fourth Street, Garden City, 
Kansas; age 38; single; University of Kansas, 1945; 
board certified; available immediately. 


Murphy Mayo Sims, M.D., 3932 Ruskin Street, Houston, 
Texas; age 55; Louisiana State, 1936; board eligible; 
available immediately. 


Preventive Medicine 


Robert E. Jewett, M.D., 2820 Fairway Drive, Birming- 
ham, Alabama; age 52; widower; Indiana University, 
1934; board certified; desires administrative prac- 
tice; available immediately. 


Radiology 


Quentin T, Brooks, M.D., 6922 Edgemoor Drive, Hous- 
ton, Texas; age 40; married; Oklahoma University 
School of Medicine, 1953; board certified; available 
immediately. 


Fred T. Hargrove, M.D., 217 North Pinewood Drive, 


Carthage, Texas; age 56; married; University of 
Oklahoma School of Medicine, 1934; board certified; 
available January 1, 1961. 


Edward M. Sipple, M.D., 5935 Chinquapin Parkway, 
Baltimore 12, Maryland; age 40; married; University 
of Maryland, 1951; board eligible; available July 
1, 1961. 


Surgery 


David S. Bachman, M.D., 301 North 2nd St., Allen- 
town, Pennsylvania; age 38; married; University of 
Buffalo, 1947; board certified general surgery; spec- 
ilaty, broncho-esophagology and thoracic surgery; 
available immediately. 


David B. Dolese, M.D., 833 South Washington Ave., 
Holland, Michigan; age 43; married; University of 
Michigan, 1943; board certified; available immedi- 
ately. 


Charles Richard Fielder, M.D., 158 Bay State Road, 
Boston, Massachusetts; age 35; single; University 
of Arkansas, 1954; board certified; available August, 
1961. 


Urology 


Joseph N. Ward, M.D., 480 Emory Circle, Atlanta 7, 
Georgia; age 35; married; University College, Dub- 
lin, Ireland, 1949; board eligible; available immedi- 
ately. 


Articles published in The Journal of the 
Oklahoma State Medical Association, July, 
1936. 


The Diagnosis and Treatment of 
Malignant Diseases of the Mouth 


PAUL B. CHAMPLIN, M.D. 
Enid 


Successful treatment of malignant diseases of the 
mouth requires a comprehensive knowledge of tumor 
pathology, of radiation, and of surgery. The operator 
must always take into consideration the type of tumor 
with which he is dealing, the limitations of radiation 
and the limitations of surgery. There is considerable 
argument at the present time as to how some of these 
lesions should be treated. The final decision can only 
rest with the operator, the type of equipment at hand 
and the experience that he has had with the use of 
the different procedures. It would be unwise to at- 
tempt to treat all malignant lesions of the mouth with 
radiation and it is also impossible to attain the best 
results in all lesions by surgery. 


In the treatment of malignant conditions of the 
mouth by radiation I feel that the same principle is 
involved as in the treatment of malignant diseases by 
surgery and that is the treatment must be radical 
enough when first given that a complete cure may be 
expected as a recurrence of disease following radia- 
tion as with surgery greatly jeopardizes the chances 
for a cure. When treatment is instituted it should be 
diligently applied so that a complete cure is obtained 
from the first series of treatment. The idea of ad- 
ministering a small amount of radiation and repeating 
it at infrequent intervals is entirely erroneous and 
good results can not be expected. 


Great advancement has been made in treatment of 
cancer of the mouth in the last decade. Fifteen years 
ago it was considered an incurable disease. At the 
present time as I have referred to before, we are 
getting a twenty-five to thirty-six per cent five-year 
cure of malignancies in this location. Much depends 
on an early recognition and early treatment. When it 
becomes general knowledge among doctors and lay- 
men that cancer of the mouth is a curable disease, I 
am sure that we will see these cases much earlier and 
our statistics of absolute cures will materially rise. 
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MISCELLANEOUS ADVERTISEMENTS 


PEDIATRIC RESIDENCY VACANCY at first year. 
Fully approved program in new two million dollar 
Children’s Hospital in teaching medical center with 
University affiliation. State law requires U.S. citizen- 
ship and Oklahoma license (application could be made 
anytime). Stipend of $200 with full maintenance. Ad- 
dress inquiries to Leon Horowitz, M.D., care of Office 
of Graduate Education, Hillcrest Medical Center, Tulsa 
20, Oklahoma. 


WANTED: Internist to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association. P.O. Box 9696, Oklahoma City, 
Oklahoma. 


GENERAL PRACTICE, age 29; three years ex- 
perience; military service completed; Oklahoma Uni- 
versity School of Medicine graduate; married and have 
children; AAGP. Desires to locate with a small group 
or with another man, in town of 5,000 or larger. Avail- 
able immediately; would also consider solo practice. 
Contact Key C, c/o Oklahoma State Medical Asso- 
ciation. 


WANTED: Physician to join Clinic and Hospital Staff 
at Clinton-Sherman Air Force Base. Contact Col. S. A. 
O’Brian, 857th Medical Group, Clinton-Sherman AFB, 
Oklahoma. Phone Clinton, Oklahoma FA 3-2010, Ext. 
326. 


HOUSE PHYSICIANS NEEDED immediately for 
Tulsa’s new St. Francis Hospital. Contact Key B, The 
Journal of the Oklahoma State Medical Association, 
P.O. Box 9696, Oklahoma City, Oklahoma, for further 
information. 
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PATHOLOGY RESIDENCIES AVAILABLE, fully ap- 
proved 4 years (PA-CP). 700 bed hospital. 250 au- 
topsies, 8,000 surgicals, 250,000 clinical laboratory tests. 
Staff of three full-time board certified pathologists. 
Full time bacteriologist. Full time Director of Med- 
ical Education. Radioisotope laboratory. Electron mic- 
roscope available. Full maintenance (room and board) 
plus stipend from $200 monthly on. Apply Leo Low- 
beer, M.D., Hillcrest Medical Center, Tulsa 20, Okla- 
homa. 


WANTED: Surgeon to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


FOR SALE: Instruments and office equipment. Con- 
tact C. O. Epley, M.D., 1200 North Walker, Oklahoma 
City, Oklahoma. 


PROFESSIONAL BUILDING for sale or lease two 
blocks from new Midwest City Hospital. Also, would 
build to suit tenant. Space for four M.D.’s. Contact 
Key D, The Jornal of the Oklahoma State Medical 
Association, P.O. Box 9696, Oklahoma City. 


FOR SALE: Good used equipment. C. P. Taylor, 
M.D., 1201 East 5th, Ada, Oklahoma. FE 2-4424. 


OPPORTUNITY for general practitioner in Maud, 
Oklahoma, population of 1,400 and 6,000 in area. Lo- 
cated 15 miles from Seminole Hospital and 18 miles 
from new Pottawatomie County Hospital with good 
roads to each. Town was previously staffed by two 
physicians. Offices and utilities are free. Contact 
R. M. Snelson, Phone 443 or 208, P.O. Box 1277, Maud, 
Oklahoma. 





STATE 


Oct. 23-25—Oklahoma City Clinical. Sheraton-Biltmore 
Hotel, Oklahoma City. 


Sept. 10—Oklahoma Chapter, A.A.G.P., Red River 
Section (includes North Texas). Lake Murray Lodge, 
Ardmore, Oklahoma. 


REGIONAL 


July 12-13—Rocky Mountain Cancer Conference, Den- 
ver, Colorado. 


Aug. 10-12—Rocky Mountain Radiological Society. 
Denver Hilton Hotel, Denver, Colo. 


Aug. 21-25—Clinical and Research Advances in Pedi- 
atrics and Child Guidance. The Stanley Hotel, Estes 
Park, Colorado. 


Oct. 1-4—Colorado State Medical Society. 
Savoy Hotel, Denver, Colorado. 


Shirley 


Nov. 25-27—American College of Chest Physicians, 
Interim Session. Brown-Palace Hotel. Denver, Colo. 


Nov. 6-9—Southern Medical Association. Adolphus Ho- 
tel. Dallas, Texas. 


NATIONAL 
June 12-14—American Neurological Association. Hotel 
Claridge, Atlantic City. 
June 22-23—American Rheumatism Association. Hotel 


Roosevelt, New York City. 


June 22-26—American College of Chest Physicians 
Hotel Commodore, New York City. 


June 24-25—American Diabetes Association, Inc., 


Commodore Hotel, New York City. 


June 25-30—American Medical Association Annual 
Meeting, New York City. 


Aug. 27-Sept. 1—American Congress of Physical Med- 
icine and Rehabilitation. Sheraton-Cleveland Hotel, 
Cleveland, Ohio, 


Sept. 30-Oct. 8—American Society of Clinical Pathol- 
ogists. Olympic Hotel, Seattle, Wash. 


Oct. 2-5—American Academy of Pediatrics. Palmer 


House, Chicago, IIl. 


Oct. 2-6—American College of Surgeons. Conrad Hil- 
ton Hotel, Chicago, Il. 


Oct. 23-24—American Cancer Society. Biltmore Ho- 
tel, New York City. 


November 4-5—County Medical Society Conference 
on Disaster Medical Care, Palmer House, Chicago, 
Illinois. 


Nov. 27-30—American Medical Association, Clinical 
Meeting. Denver, Colo. 
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55th Annual Meeting 
(Continued from Page 400) 


The next guest introduced was Charles M. Bielstein, 
M.D., Oklahoma City. Doctor Bielstein first reviewed 
the organization and operation of the Professional Ad- 
visory Committee. He explained that the committee 
was comprised of representatives of the medical, hos- 
pital, nursing home and osteopathic professions. He 
stated that monthly meetings had been held throughout 
the year, and then complimented members of the 
committee for their cooperation as advisors. 


Next, Doctor Bielstein reviewed events during the 
past year which had affected the Department in its 
operation of a health care program. 


In July, 1960, he said, the program was operating 
at a deficit and the Oklahoma State Medical Associa- 
tion’s House of Delegates approved a 10% across-the- 
board cutback in remuneration for services, until such 
time as financial balance was restored. 


Before these cutbacks were put in operation, how- 
ever, the Kerr-Mills Bill became law and provided 
sufficient increased Federal matching funds to not 
only restore the cutbacks, but to also expand the 
scope of the program. 


The Kerr-Mills law increased the Federal Govern- 
ment’s matching funds for the welfare medical care 
program (thus relieving the financial stress) and 
authorized new Federal matching funds for the crea- 
tion of the Medical Assistance to the Aged (MAA) pro- 
gram, a plan to provide medical and hospital bene- 
fits to those over age 65 who do not qualify for the 
welfare program (Old Age Assistance) but are finan- 
cially unable to meet the costs of illness. 


With the Kerr-Mills implementation, Doctor Bielstein 
said, payments to hospitals have been increased, and 
an outpatient care program has been developed to 
provide physician services in the home, physician 
visits to nursing homes, and outpatient emergency 
surgical procedures. 


With regard to the MAA program (for the near- 
needy) he told the House of Delegates that the financial 
criteria for qualification has been recently liberalized, 
since the original criteria had been so restrictive that 
the program was not covering enough of the people 
in need of such benefits. 


The new criteria authorizes: 

1. Up to $1,500 annual income for a single person; 
$2,000 for a couple. 

2. Up to $8,000 in capital resources or equity in a 
home. 

3. Up to $1,000 in life insurance for a single person; 
$2,000 for a couple. 

. Up to $1,500 in “‘tools of trade.” 

5. Up to $2,500 in small business equity. 

. Up to $700 in other resources for a single person; 
$1,000 for a couple. 


> 


for) 


Next, Doctor Bielstein spoke regarding the jurat 
recently added to the physicians claim form, whereby 
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the physician agrees to accept the DPW payment as 
full payment insofar as the Department or the re- 
cipient are concerned. He explained that the addition 
of the jurat did not alter in any way the previous 
operational policies of the Department, nor did it 
revoke the long-standing right of the physician to 
collect any balance due from insurance or the rela- 
tives of the recipient. 


Doctor Bielstein’s presentation provoked much dis- 
cussion and many questions were raised regarding 
the two health care programs. 


He was questioned regarding the Advisory Commit- 
tee’s role in the Oklahoma Hospital Association’s ‘‘Op- 
eration Echo” (to recover full per diem cost reimburse- 
ment on welfare department cases), and he replied 
that he had no comment to make, since neither the 
committee nor the OSMA had been consulted by the 
hospital group in this regard. 


Doctor Bielstein’s report was accepted on motion 
by the House of Delegates. 


An announcement was made by the Speaker that 
the 56th Annual Meeting of the Oklahoma State Medi- 
can Association would be held in Oklahoma City on 
May 6-9, 1962. Doctor Hart also announced that Doc- 
tor F. J. L. Blasingame, Executive Vice-President 
of the American Medical Association, would speak to 
the House of Delegates immediately after the lunch 
recess. 


It was moved that the minutes of the last House of 
Delegates meeting be adopted as published in the 
OSMA Journal, and that their reading be dispensed 
with at this session. The motion was duly seconded 
and carried. 


Doctor Hart then announced that the next order of 
business was the nomination of officers. He then de- 
clared that the House of Delegates was open for 
nominations for the office of President-Elect (one 
year term of office). Doctor J. F. York, Madill, nomi- 
nated J. Hoyle Carlock, M.D., Ardmore. There were 
no further nominations. 


The Speaker announced that nominations were open 
for the office of Vice-President (one year term of of- 
fice). Doctor Walter E. Brown, Tulsa, nominated 
Doctor Peter E. Russo, Oklahoma City. There were 
no further nominations. 


Nominations were declared open for the office of 
Delegate to the American Medical Association (two 
year term of office). The Speaker advised the House 
that the term of office for the Delegate and Alternate 
would not commence until January 1, 1962, and that 
the present incumbents would serve until that time. 
Doctor Peter E. Russo, Oklahoma City, nominated 
Doctor R. Q. Goodwin, Oklahoma City. Doctor Malcom 
E. Phelus, El Reno, was nominated to succeed him- 
self by Doctor Aloha Johnson, also of El Reno. 


Nominations were then declared open for the office 
of Alternate Delegate to the American Medical Associa- 
tion (two year term of office). Doctor Richard H. 
Burgtorf, Shattuck, was nominated by Doctor J. R. 
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Stacy of Oklahoma City. Doctor Thomas C. Points, 
Oklahoma City, was nominated by Doctor Richard H. 
Carpenter, also of Oklahoma City. 


Next on the agenda was the nomination of Councilors 
for Districts No. 3, 6, 9, 10 and 12: 


DISTRICT No. 3. Avery B. Wight, M.D., Enid, nomi- 
nated by Paul H. Rempel, M.D., Enid; and, James 
Petty, M.D., Guthrie, nominated by Louis H. Ritz- 
haupt, M.D., Guthrie. 


DISTRICT No. 6. E. E. Shircliff, M.D., Oklahoma 
City, nominated by Peter E. Russo, M.D., Oklahoma 
City; and, Vernon D. Cushing, M.D., Oklahoma City, 
nominated by Peter E. Russo, M.D., Oklahoma City. 


DISTRICT No. 9. Burdge F. Green, M.D., Stilwell, 
nominated by William N. Weaver, M.D., Muskogee; 
and F. R. First, Jr., M.D., Checotah, nominated by 
William N. Weaver, M.D., Muskogee. 


DISTRICT No. 10. ‘(Replacement to fill the unex- 
pired term of Doctor Paul Kernek who has left the 
state. Replacement to serve until 1962). Thurman 
Shuller, M.D., McAlester, nominated by Hartzell V. 
Schaff, M.D., Holdenville. 


DISTRICT No. 12. E. M. Gullatt, M.D., Ada, nomi- 
nated by John M. Moore, M.D., Pauls Valley; and 
M. E. Robberson, M.D., Wynnewood, nominated by 
John M. Moore, M.D., Pauls Valley. 


The next order of business was a report from the 
Delegates and Alternates to the AMA: Doctor Wilkie 
D. Hoover, Doctor Joe L. Duer, Doctor Malcom E. 
Phelps, and Doctor R. Q. Goodwin. Doctors Hoover, 
Duer and Phelps each reported individually, covering 
the many items discussed and acted upon at the last 
AMA meeting in December, 1960, in Washington, D.C. 
These items included the AMA’s stand on the Kerr- 
Mills Bill, their continued opposition to the Anderson- 
King-Kennedy Bill, an explanation of the $20 dues in- 
crease which is now pending and which is expected 
to be passed upon during the next meeting of the 
AMA which will be held in New York City on June 
26th, 1961. The AMA delegates explained to the House 
of Delegates that this increase will be used partially 
for a scholarship and loan fund to increase the number 
and quality of medical students throughout the United 
States. The remainder of the increase will be used 
for expansion of the public relations program, a con- 
tinuing education program for practicing physicians, 
and for medical research. 


After the reports of these three delegates, a report 
from Doctor R. Q. Goodwin, Oklahoma City, was read 
by the Vice-Speaker of the House, Doctor C. M. Hodg 
son, Kingfisher. Doctor Goodwin, because of illness, 
was unable to attend the meeting. In Doctor Goodwin’s 
report, he explained several of the resolutions passed 
by the AMA at the last meeting. He pointed out that 
Oklahoma was highly commended for its part in the 
Medical Assistance to the Aged Program (Kerr-Mills 
Bill) when an Oklahoma resolution regarding medical 
care for the aged was read to the Delegation. He 
stated that so much discussion and commendation were 
forthcoming that a much stronger resolution was pre- 
sented to the House by the Reference Committee and 


411 





passed unanimously. He further explained other reso- 
lutions passed by the AMA House of Delegates per- 
taining to (1) opposition to professional association 
between doctors of medicine and doctors of osteopathy, 
and (2) the creation of a long-range planning board to 
study anticipated legislative, sociologic and economic 
trends as related to medical practice and health 
service. 


Doctor Hart then introduced Mr. Rex Baggett, Presi- 
dent of the Student AMA, University of Oklahoma 
Chapter. Mr. Baggett expressed thanks to the Asso- 
ciation for its assistance to the students’ society and 
urged continued support of the activities of the Stu- 
dent AMA. 


Doctor Walter E. Brown then presented THE COUN- 
CIL REPORT. (See page 415.) This first portion of the 
report recommended a number of Honorary Life Mem- 
berships and also recommended a Certificate of Ac- 
complishment for Doctor Rebecca H. Mason of Chick- 
asha, as requested by the Grady County Medical So- 
ciety, for her many years of service to the Oklahoma 
College of Women at Chickasha. 


The following motion was made by Doctor Brown: 

In view of the difference in context of this portion 
of the Council Report, I move the adoption of this 
portion of the report. The motion was seconded by 
Doctor Peter Russo and carried. 


Doctor Brown continued the reading of the Council 
Report in its entirety, after which he moved adoption 
of the Council Report. This motion was seconded 
and carried. 


At 12:00 p.m. the Speaker announced the meeting 
would adjourn for lunch and would reconvene in the 
Pompeian Court at 1:30 p.m. 


The House of Delegates reconvened at 1:30 p.m. in 
the Pompeian Court of the Mayo Hotel, Tulsa. 


A quorum was declared by the Chairman of the 
Credentials Committee, Doctor C. Riley Strong. 


The next item on the agenda was an address by 
Doctor F. J. L. Blasingame, Executive Vice-Presi- 
dent of the American Medical Association. Doctor 
Blasingame was introduced by Doctor Walter E. Brown, 
President of the Oklahoma State Medical Association. 
Doctor Blasingame brought greetings from the Staff 
and Officers of the AMA and stressed the importance 
of the component societies in developing the policies 
of the AMA, urging members to participate more fully 
in its activities. Doctor Blasingame, in explaining the 
financial structure of the AMA, stated that only 23% 
of its expenditures are underwritten by the doctors. 
The larger portion of the income is derived from other 
sources. He explained that the program was being 
re-evaluated and redeveloped to render better service 
to physicians and to the public. 


He went on to discuss the AMA’s stand on the An- 
derson-King Bill, and commended the physicians of 
Oklahoma and Senator Kerr for their part in develop- 
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_ ing and supporting the Kerr-Mills Bill, which resulted 
in the defeat of Forand-type legislation. 


Doctor Hart announced that the next order of busi- 
ness would be the reports from the Association’s 
Councils. He pointed out to the Delegates that the 
reports were divided into individual sections for each 
of the Committees under the Councils and each sec- 
tion would be voted on individually. 


He also stated that copies of all Council and Com- 
mittee reports were in the packets handed to the Dele- 
gates upon their arrival at the meeting. 


Report of the Council on Public Health 


This report was read by the Chairman of the Coun- 
cil on Public Health, Doctor Bert T. Brundage, Thomas 
(see page 417). 


Section I—Committee on Aging: It was moved and 
seconded that this Section I of the Report be adopted 
as read. The motion carried. 


Section II—Mental Health Committee: After a 
lengthy discussion on whether or not the Oklahoma 
State Medical Association should go on record as en- 
dorsing so expensive a program, it was moved and 
seconded that this Section II of the Report be adopted 
as read. The motion carried. 


Section III—Committee on Rehabilitation: Doctor 
Malcom E. Phelps moved that the last paragraph on 
Page 6 be stricken, and on Page 7, Paragraph No. 2 
that the words ‘agency or’’ be stricken. Doctor Joe 
L. Duer asked that Doctor Phelps’ motion be amend- 
ed to provide only that the words “agency or’ be 
stricken from Paragraph No. 2 and that Paragraph 
No. 1 remain in the revort. This motion, as amended, 
was duly seconded and carried. 


Section IV—Civil Defense Committee: It was moved 
and seconded that this Section IV of the Report be 
adopted as read. The motion carried. 


Section V—Liaison Committee to the Public Health 
Department: After a lengthy discussion, Doctor G. B. 
Gathers, Stillwater, moved that Paragraph No. 1 of 
Section V be amended to read: “It is recommended 
that routine determination of Rh factors on prenatal 
S.T.S. be discontinued by the Health Department ex- 
cept on physician request.’’, striking out the remainder 
of that paragraph. The motion was duly seconded 
and carried. 


Doctor Earl Lusk, M.D., Tulsa, moved that Para- 
graph No. 3 of Section V be deleted. The motion was 
seconded by Doctor Louis H. Ritzhaupt of Guthrie 
and carrried. 


It was moved and seconded that the word “indigent” 
be added to the sixth line of Paragravh No. 4, Sec- 
tion V, to read: “ .. . to indigent state residents 
not already covered by the Crippled Children’s pro- 
gram.” 


Doctor Charles Wilbanks, Tulsa, moved that Para- 
graph 6 of Section V be amended to read: “Recog- 
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nizing that the Governor’s Budget A would decrease 
the State Health Department’s budget by $24,000 an- 
nually, the committee recommends an increase in the 
appropriation for the State Health Department.” The 
motion was seconded by Doctor Ritzhaupt and carried. 


Doctor Earl Lusk moved that the report, as amended, 
be adopted by the House of Delegates. The motion 
was seconded by Doctor Joe L. Duer and carried. 


Report of the Council on Public Policy 


The report was read by J. R. Stacy, M.D., Chair- 
man of the Council on Public Policy (see page 421). 


Section I—State Legislative Committee: It was 
moved by Doctor Walter E. Brown that this Section 
I be adopted as read. The motion was duly seconded 
and carried. 


Section II—Federai Legislative Committee: It was 
moved and seconded that this Section II of the report 
be adopted as read. The motion carried. 


Section III—Grievance Committee: It was moved 
and seconded that this Section III of the report be 
adopted as read. The motion carried. 


Report of the Council on Insurance 


The report was read by Doctor Bruce R. Hinson, 
Chairman of the Council on Insurance (see page 422). 


It was moved and seconded that the entire report 
of the Council on Insurance be adopted as read. The 
motion carried. 


Report of the Council on Professional Education 


The report was read by Doctor R. R. Hannas, Jr., 
Chairman of the Council on Professional Education 
(see page 422). 


It was moved and seconded that the entire report 
of the Council on Professional Education be adopted 
as read. The motion carried. 


Report of the Council on Socio-Economic 
Activities 


The report was read by Mark R. Johnson, M.D., 
Chairman of the Council on Socio-Economic Activities 
(see page 423). 


It was moved and seconded that Sections I, II, and 
III be adopted as read. The motion carried. 


Although there was a great deal of opposition to 
the California Relative Value Schedule, as set out in 
Section IV of the Report, after a lengthy discussion, 
it was moved by Doctor G. B. Gathers and seconded 
by Doctor Bruce R. Hinson that this Section IV be 
adopted as read. The motion carried. 


The Amendments to the Constitution and By-Laws 
were read by Doctor E. K. Norfleet, a member of 
the Committee on Constitution and By-Laws, to be 
acted upon during the Closing Session. 
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The following resolutions, received by the Executive 
Office thirty days prior to the meeting, were read by 
the representatives of the respective county societies, 
to be acted upon during the Closing Session: 


Resolution No. 1, sponsored by the Canadian County 
Medical Society, entitled ‘“‘Opposing A.C.S. Action Re- 
garding Surgical Assistants,’ referred to the Miscel- 
laneous Business Committee. 


Resclution No. 2, sponsored by the Tillman County 
Medical Society, entitled ‘Use of Term ‘Doctor’,”’ re- 
ferred to the Legislation and Public Policy Committee. 


Resolution No. 3, sponsored by the Tillman County 
Medical Society, entitled ‘‘Advance Council Report to 
County Societies,’ referred to the Miscellaneous Busi- 
ness Committee. 


Resolution No. 4, sponsored by the Tillman County 
Medical Society, entitled ‘“‘Abuse of Welfare,” referred 
to the Insurance and .Medical Service Committee. 


Resolution No. 5, sponsored by the Tulsa County 
Medical Society, entitled ‘‘Opposition to Service Con- 
tracts with Insurance Carriers,” referred to the In- 
surance and Medical Service Committee. 


Resolution No. 6, sponsored by the Tulsa County 
Medical Society, entitled ‘“Proposed Increase in AMA 
Dues,”’ referred to the Miscellaneous Business Com- 
mittee. 


Resolution No. 7, sponsored by the Oklahoma County 
Medical Society, entitled ‘‘Alternative to $20 AMA Dues 
Increase,”’ referred to the Miscellaneous Business Com- 
mittee. 


Resolution No. 8, sponsored by the Tulsa County 
Medical Society, entitled ‘“‘Proposed Study of Nursing 
Homes in the State of Oklahoma,’ referred to the 
Insurance and Medical Service Committee. 


Resolution No. 9, sponsored by the Tulsa County 
Medical Society, entitled ‘‘Restatement of Opposition to 
Corporate Practice of Medicine,’’ referred to the Con- 
stitution and By-Laws Committee. 


Resolution No. 10, sponsored by the Tulsa County 
Medical Society, entitled ‘“‘Enactment of a ‘Good Sa- 
maritan’ Statute by the Oklahoma State Legislature,” 
referred to Legislation and Public Policy Committee. 


Resolution No. 11, sponsored by the Tulsa County 
Medical Society, entitled ‘Legislation to Establish a 
Medical Examiner System in Oklahoma,” referred to 
the Legislation and Public Policy Committee. 


Resolution No. 12, sponsored by the Oklahoma County 
Medical Society, entitled ‘‘Determination of Need and 
Provision of Care to Those Over Age 60,” referred 
to the Insurance and Medical Service Committee. 


Resolution No. 13, sponsored by Wilkie D. Hoover, 
M.D., Malcom E. Phelps, M.D., Joe L. Duer, M.D., 
and R. Q. Goodwin, M.D., entitled ‘“‘Discontinuation of 
Scientific Portion of AMA Mid-Winter Meeting,” re- 
ferred to the Miscellaneous Business Committee. 


Resolution No. 14, sponsored by the Pottawatomie 
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County Medical Society, entitled ‘‘Appointments to Blue 
Cross-Blue Shield Boards,’’ referred to the Insurance 
and Medical Service Committee. 


Resolution No. 15, sponsored by the Kay-Noble Dis- 
trict Society, entitled “Education Program—Alcohol- 
ism,” referred to the Legislation and Public Policy 
Committee. 


Doctor Hart then asked for any additional resolu- 
tions. The following three resolutions, recommended 
by the Council, were read to the Delegates, to be 
acted upon during the Closing Session: 


Resolution No. 16, entitled “School of Dentistry,” re- 
ferred to the Public Policy and Legislation Committee. 


Resolution No. 17, entitled ‘‘Pilot Training Program 
on General Practice,” referred to the Legislation and 
Public Policy Committee. 


Resolution No. 18, entitled ‘‘Merger of the California 
Medical Association and the California Osteopathic As- 
sociation,”’ referred to the Legislation and Public Pol- 
icy Committee. 


Doctor Hart then advised that the last order of 
business in the Opening Session of the House of Dele- 
gates would be the reading of the Necrology Report. 
Doctor Hart turned the Chair to Doctor C. M. Hodgson, 
Vice-Speaker of the House of Delegates, for this pres- 
entation. Doctor Hodgson requested that the Dele- 
gates stand during the reading of the Necrology Re- 
port (see page 424). 


Following the reading of the Necrology Report, Doc- 
tor Hart then resumed the Chair and announced that 
the Delegates of the Oklahoma State Medical Associa- 
tion would stand recessed at 5:50 p.m. to reconvene 
at 8:00 p.m. He announced that during this time the 
Reference Committees would meet to discuss the Reso- 
lutions referred to them. Doctor Hart invited any 
Delegate to attend the meetings if he so desired. 


ATTACHMENTS TO OFFICIAL PROCEEDINGS 
RESOLUTION 


ENROLLED SENATE 
CONCURRENT 
RESOLUTION NO. 21 


BY: ROGERS, COBB, GRAVES, HARRIS, LAND, 
McCLENDON, PAYNE, ROMANG, SHOE- 
MAKE, and TIPPS of the Senate 

and 


ANDREWS, ATKINSON, BAGGETT, BLANK- 
ENSHIP, BRADLEY (Tulsa), CAMP, COLE, 
CONVERSE, DYER, FORSYTHE, HA- 
WORTH, HOPKINS, HOWARD, JOHNSTON, 
JONES, KEYES, McCARTY, McCUNE, 
PAGE, REDMAN, RICHESON, RUBY, SET- 
TLES, SKAGGS, SPRAKER, TAGGART, 
TALIAFERRO, WILLIAMS (Carter), AB- 
BOTT, ALLARD, AVEY, BATSON, BER- 
NARD, BILYEU, BLACKARD, BOND, BOW- 
ER, BRADLEY (Jefferson), BRISCOE, BUL- 
LARD, BURKETT, BURNHAM, BYNUM, 
CLARK, COOK, COX, CRAIG (Kay), CRAIG 
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(Lincoln), DIEL, DOLEZAL, DOORNBOS, 
EIDSON, ETLING, FINCH, FITCH, FOG- 
ARTY, FORD, FOWLER, GOODFELLLOW, 
GREEN, GREENHAW, HARPER, HENRY, 
HESSER, HOLCOMB, HOLDER, HOWE, 
HOWZE, HURST, INMAN, KARDOKUS, 
KARNES, LANCE, LARASON, LAUER, LEV- 
ERGOOD, McCHRISTIAN, McCUE, MAS- 
SEY, METCALF, MOAD, MORGAN, MOUNT- 
FORD, MURROW, NICHOLS (Dewey), NICH- 
OLS (Seminole), NORTHCUTT, ODOM (Mc- 
Intosh), ODOM (Wagoner), OGDEN, PAT- 
TERSON, POYNOR, PRIEBE, PRIVETT, 
RENEAU, RICHARDSON, SANGUIN, SARE, 
SHIBLEY, SHIPLEY, SKEITH, SMITH, 
SPARKMAN, SPARKS, STEVENS, STRICK- 
LAND, SULLIVAN, TATE, THOMAS, TINK- 
ER, TRAW, TUCKER, VANDIVER, VAN 
HOOSER, WATKINS, WILHELM, WILLIAMS 
(Murray), WILLIS (Cherokee), WILLIS 
(Jackson), WITT, and WOLF of the House 


A CONCURRENT RESOLUTION RELATING TO THE 
PROGRAM OF THE GOVERNOR’S COMMITTEE ON 
EMPLOYMENT OF THE HANDICAPPED; EXPRESS- 
ING APPRECIATION TO VARIOUS ORGANIZATIONS, 
INSTITUTIONS, AND OFFICIALS FOR THEIR CO- 
OPERATION AND SUPPORT OF CREATING PUB- 
LIC INTEREST ON THE REHABILITATION AND 
EMPLOYMENT OF THE HANDICAPPED WORKERS. 


WHEREAS, the Oklahoma Legislature created the 
Governor’s Committee on Employment of the Handi- 
capped for the purpose of carrying on a continued pro- 
gram to promote the employment of physically, men- 
tally, emotionally, and otherwise handicapped citizens 
of Oklahoma; and 


WHEREAS, the membership of the Governor’s Com- 
mittee consists of leaders of labor, industry, business, 
veterans, women’s, fraternal, welfare, religious, med- 
ical, and other professions, groups, or individuals, 
serving without compensation, striving to create state- 
wide interest in the rehabilitation and employment of 
the handicapped worker; and 


WHEREAS, the Governor’s Citizens Committee has 
developed a most effective program in acquainting 
the public with the serious problem facing our state 
in regard to increased unemployment due to disability 
and age; and 


WHEREAS, one of the most effective means of ac- 
quainting the public has been the annual essay con- 
test, sponsored by the President’s and Governor’s 
Committees on Employment of the Handicapped, for 
high school juniors and seniors, thereby causing our 
students to become acquainted with this social prob- 
lem and the need of providing increased employment 
to the handicapped and aged workers; and 


WHEREAS, participation in such contest has in- 
creased from five schools in 1955 to one hundred 
seventy-nine in 1961; and student participation has 
increased from twenty in 1955 to more than four 
thousand in 1961; and teachers making the essay 
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contest a class project have increased from zero in 
1955 to one hundred forty-seven in 1961; and 


WHEREAS, the essay contest has resulted in in- 
creased interest throughout the State of Oklahoma, 
not only among the students, but among the handi- 
capped, employers, and the general public to such 
an extent more employers are giving the handicapped 
worker increased job opportunities, and many handi- 
capped persons are being encouraged to seek rehabili- 
tation so that they, too, may become gainfully em- 
ployed; and 


WHEREAS, the essay contest, sponsored by the 
Governor’s Committee, could not be effective without 
the contributions of savings bonds, expense-paid trips, 
savings certificate, plaques, scholarships, and the ac- 
tive support of college and high school officials, and 
especially the classroom teachers; and 


WHEREAS, the following organizations and institu- 
tions have been particularly active in assisting the 
promotion of increased public interest in the rehabili- 
tation and employment of handicapped workers: Okla- 
homa Association of Insurance Agents, Oklahoma State 
AFL-CIO, Associated Industries of Oklahoma, Okla- 
homa State Medical Association, Goodwill Industries 
of Oklahoma, Tinker Administrative Club, Disabled 
Veterans of Oklahoma, American Legion of Oklahoma, 
Veterans of Foreign Wars of Oklahoma, FAA Em- 
ployees Association, Oklahoma Federation of Business 
and Professional Women’s Clubs, Oklahoma Press As- 
sociation, Oklahoma Rehabilitation Association, Okla- 
homa State Bar Association, President’s Committee on 
Employment of the Handicapped, Governor’s Commif- 
tee on Employment of the Handicapped; Presidents of: 
Southeastern State College, Durant; University of Okla- 
homa, Norman; Oklahoma State University, Stillwater; 
Langston University, Langston; Northeastern State Col- 
lege, Tahlequah; Northwestern State College, Alva; 
Central State College, Edmond; East Central State 
College, Ada; Oklahoma Baptist University, Shawnee; 
Oklahoma State Tech, Okmulgee; Eastern State Col- 
lege, Wilburton; Connors State College, Warner; Cam- 
eron State College, Lawton; Oklahoma College for 
Women, Chickasha; Panhandle A & M College, Good- 
well; Oklahoma Military Academy, Claremore; Tulsa 
University, Tulsa; Oklahoma City University, Okla- 
homa City; and Phillips University, Enid. 


NOW, THEREFORE, BE IT RESOLVED BY THE 
SENATE OF THE TWENTY-EIGHTH LEGISLATURE 
OF THE STATE OF OKLAHOMA, THE HOUSE OF 
REPRESENTATIVES CONCURRING THEREIN: 


SECTION 1. That the Twenty-eighth Session of the 
Oklahoma Legislature expresses appreciation to the 
colleges and organizations sponsoring awards for win- 
ners of the essay contest, and to the programs of the 
Governor’s Committee. 


SECTION 2. That the Twenty-eighth Session of the 
Oklahoma Legislature acknowledges the cooperation 
and support of the Chancellor of Higher Regents, 
presidents of state and private colleges, Superintendent 
of Public Instruction, high school principals and su- 
perintendents, Oklahoma Council of Teachers of Eng- 
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lish, and the individual classroom teachers for the 
successful performance of the essay contest. 


SECTION 3. That the legislature hereby extends its 
appreciation and gratitude to the members of the 
Governor’s Committee, members of the mayors’ com- 
mittees, and all organizations and persons who by 
contributing their time and service without compen- 
sation have helped provide increased employment and 
rehabilitation to our disabled and aged citizens. 

SECTION 4. That a copy of this resolution be made 
part of the permanent journal of this legislative ses- 
sion as a token of appreciation for this outstanding 
support of the handicapped program in Oklahoma. 

Adopted by the Senate the 22d day of March, 1961. 


CLETA JOHN ROGERS 
Acting President of the Senate 


Adopted by the House of Representatives the 28th 
day of March, 1961. 


J. D. McCARTY 
Speaker of the House of Representatives 


CERTIFICATION 
STATE OF OKLAHOMA ) 
) ss 


COUNTY OF OKLAHOMA _) 


I, Leo Winters, Secretary of the Senate of the State 
of Oklahoma, do hereby certify that the above and fore- 
going is a true and correct copy of Enrolled Senate 
Concurrent Resolution No. 21 as the same was adopted 
by the Senate and House of Representatives of the 
Twenty-eighth Legislature of the State of Oklahoma, 
the original hereof being on file in the office of the 
Secretary of State of the State of Oklahoma. 


WITNESS my hand and the seal of my office at the 
State Capitol this 6 day of April, 1961. 
[SEAL of State LEO WINTERS 
of Oklahoma] Secretary of the Senate 


COUNCIL REPORT 
1961 


This is the routine Council report for the immediate 
preceding twelve months operation of the Oklahoma 
State Medical Association which is presented to you 
annually by the President of the Association. 


Membership 
Paid memberships issued 1,541 
Honorary life members 119 
Junior memberships issued 39 
Associate members 5 
Military memberships issued 3 
Total 1,717 


It is of interest to note that we have added 35 new 
members this year. 


Honorary Life Memberships 
Honorary life memberships pending for 1961 have 


been duly requested for the following physicians: 


415 





Marguerite M. Baker, M.D., Oklahoma City 
Austin H. Bell, M.D., Oklahoma City 
S. D. Bevill, M.D., Poteau 

Daisy G. Cotten, M.D., Oklahoma City 
J. E. Hollis, M.D., Bristow 

Basil A. Hayes, M.D., Oklahoma City 
J. C. MacDonald, M.D., Oklahoma City 
Rebecca H. Mason, M.D., Chickasha 
Chester A. Pavy, M.D., Tulsa 

E. B. Thomasson, M.D., Duncan 

F. L. Underwood, M.D., Tulsa 

N. Stuart White, M.D., Tulsa 


Certificate of Accomplishment Pending 
1961 


A certificate of accomplishment has been duly re- 
quested for 


Rebecca H. Mason, M.D., Chickasha 


Finance and Budget 


The financial status of the Oklahoma State Medical 
Association, Inc., is reflected in the audit report of 
December 31, 1960, as executed by the H. E. Cole 
Company, Public Accountants, Plaza Court, Oklahoma 
City 3, Oklahoma. This audit is open for inspection 
by any member in good standing of the Association 
at the headquarters building in Oklahoma City. 

Briefly, the audit as of December 31, 1960, revealed 
the following: 


Income 
Dues $69,500.75 
Annual meeting income 10,953.00 
Journal income 50,203.84 
Interest accumulation 1,461.81 
Miscellaneous income 960.87 
Total $133,080.27 
Expenses 
General administrative expense $58,058.08 
Journal 48,078.43 
Annual meeting 13,472.84 
Council and committee 390.12 
Travel, out-of-state (Delegates, 
officers, committees) 8,757.50 
Total $128,756.97 


This is a net income over operating expense of 
$4,323.30. The Association has the following funds on 
deposit in interest bearing accounts: 


Ponca City Savings & Loan 


Association $10,000.00 
Home Savings & Loan Association, 
Lawton 10,000.00 
Home Savings & Loan Association, 
Bartlesville 10,000.00 
Durant Savings & Loan Association 10,000.00 
Total $40,000.00 


The income from these deposits at a 4 per cent rate 
comes to $1,600.00 annually. 

The Association also has on deposit in the Utica 
Square National Bank at Tulsa, $1,461.81; Liberty Na- 
tional Bank and Trust Company, Oklahoma City, 
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. $1,000.00. This total of $2,461.81 draws 3 per cent in- 
terest and is maintained as a small quickly available 
cash reserve. 


On the basis of a total operating expense last year 
of $128,756.97, as noted above, it is assumed that the 
operating expenses this year will be in the neighbor- 
hood of $130,000.00, which figures $32,500.00 each quar- 
ter. With an actual income during the first quarter 
of $107,327.98, it was assumed rational to deposit an- 
other $10,000.00 in savings and loan, and this deposit 
was made two days ago in the Tulsa Federal Savings 
& Loan Association. This gives the Oklahoma State 
Medical Association a total of $52,461.81 on deposit in 
interest bearing accounts. This accumulation of funds 
is in line with the recommendation of the Council and 
approval of the House of Delegates at our 1959 meet- 
ing to create a reserve fund of at least one year’s 
operating expense. 


A proposed budget for the 1961-62 year’s operation 
is submitted in the amount of $130,000.00 based on the 
following approximated figures: 


General administrative expense $58,000.00 
Journal 48,500.00 
Annual meeting 14,500.00 
Council and Committees 2,500.00 

Travel, out-of-state for Delegates, 
officers, committees, etc. 7,500.00 
Total $130,000.00 


The income expected to resolve this budget is as 
follows: 


Dues $69,500.00 
Annual meeting 9,500.00 
Journal 50,000.00 
Interest 1,700.00 
Miscellaneous 1,000.00 

Total $131,700.00 


Administrative Structure 
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This administrative setup was first suggested by 
Doctor Mohler in his Council Report of 1959 and put 
into operation that year by Doctor Baker. It seemed 
to work satisfactorily and was continued in operation 
this past year. With two years successful working of 
the plan, it is now recommended that the Constitution 
and Bylaws be altered to provide for a permanent 
setup of this structure of administration in the Okla- 
homa State Medical Association. 


The change-over is technically a little bit difficult 
in changing the Council to the Board of Trustees. 
With the 28 Councilors and 13 general officers, this 
will make a Board of Trustees numbering 41 total. 
It will also require a very great number of alterations 
in the Constitution and Bylaws wherein each time the 
Council is referred to, the wording will be changed 
to Board of Trustees. 


In this regard, an amendment to the Bylaws is 
being submitted to you today and to the House of 
Delegates tomorrow wherein the Council is empowered 
to elect an Executive Committee based on nominations 
made by the President. It is felt that if the Executive 
Committee is so elected that it should take a more 
definite place in the administration and that con- 
siderable would be gained if this committee met each 
month at the headquarters building in Oklahoma City. 
It is further recommended that travel and subsistence 
pay be rendered to the members of the Executive 
Committee if monthly meetings with required at- 
tendance are established. 


Annual Meeting 


For the 1961 annual meeting here in Tulsa, under 
the direction of Doctor C. S. Lewis, Jr., as General 
Chairman and Doctor Donald L. Brawner as Program 
Chairman, an attempt has been made to schedule 
the meeting to take place partially on the week end 
in hopes of enticing more doctors to attend. It is for 
this reason that the scientific sessions were started 
at 10:00 o’clock on Sunday morning to continue through 
Monday and Tuesday with the traditional Wednesday 
half day meeting eliminated. Actually, it was hoped 
that the meeting might be held on a Friday, Saturday 
and Sunday, but this was impossible to work out due 
to previous commitments by the hotel here for these 
particular dates. 


The Council commends Doctors Lewis and Brawner 
and the entire committee structure for the exhaustive 
work done in setting up the meeting this year. 


The 1962 meeting of the Association is scheduled for 
May 6, 7, 8 and 9 in Oklahoma City. 


Journal 


The Journal of the Oklahoma State Medical Associa- 
tion showed an increase in number of pages of copy 
during the past year, 882 pages as compared to 840 
pages in 1959. The advertising copy, however, showed 
a sharp drop from a total of 1,035 pages in 1959 to 
799 pages this past year. This will be reflected in 
a drop in revenue from advertising and further re- 
trenchment by the pharmaceutical houses in their ad- 
vertising campaigns is to be expected. 
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The Council wishes to cite Don Blair for the excel- 
lent format attained by the Journal this year. The 
text has been ably selected and in part composed by 
the Editor-in-Chief, Doctor Ben Nicholson. Formal 
thanks are hereby tendered Doctor Nicholson and his 
entire staff. 


Respectfully submitted, 
WALTER E. BROWN, M.D. 
President 


COUNCIL ON PUBLIC HEALTH 
Bert T. Brundage, M.D., Chairman 


The Council on Public Health is comprised of the 
following Committees: 


Aging: Doctor J. Walker Morledge, Oklahoma 
City, Chairman ( Section I). 


Mental Health: Doctor George H. Guthrey, Okla- 
home City, Chairman (Section II). 


Cancer: Doctor Joe M. Parker, Oklahoma City, 
Chairman. 


School Health: Doctor Robert D. Shuttee, Enid, 
Chairman. 


Rehabilitation: Doctor Earl D. McBride, Okla- 
homa City, Chairman (Section III). 


Civil Defense: Doctor William H. Reiff, Okla- 
homa City, Chairman (Section IV). 


Liaison Committee to the Health Department: 
Doctor Paul D, Erwin, Oklahoma City, Chairman 
(Section V). 


High School Athletic Injuries: Doctor G. B. Gath- 
ers, Jr., Stillwater, Chairman. 


The Committees on Cancer and School Health did 
not meet during the year; therefore, no report was 
presented. Also, no report was received from the 
Sub-Committee on High School Athletic Injuries. 


Section | 


The Committee on Aging began its year with an 
all-out effort on the Oklahoma Conference on Aging. 
This conference held June 7-9, in Norman, was the 
state-level forerunner of the President’s White House 
Conference on Aging, held January 9-12, 1961, in Wash- 
ington, D.C. 


In preparation for the Oklahoma Conference, many 
“Committee on Aging’’ members participated in the 
development of fact-finding reports. Immediately prior 
to the meeting in Norman, an appeal was made to 
committee members and the Woman’s Auxiliary to 
attend the Conference, and thereby assure the Okla- 
homa State Medical Association of adequate profes- 
sional representation. 


The response to the appeal was gratifying; of the 
four hundred conference registrants, over fifty were 
physicians or auxiliary members. Organized medicine 
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was well represented in all of the section meetings and 
in the general session which concluded the conference. 


Since the recommendations emanating from the con- 
ference were printed in the July, 1960 issue of the 
Journal, they will not be reported again here. Suffice 
to say the committee was directly responsible for 
the vote opposing Social Security financing of health 
care. 


The National Conference 


As in the case of the Oklahoma Conference, the pro- 
ceedings of the President’s White House Conference 
were reported in the February, 1961 issue of the 
Journal. 


The outcome, however, was disappointing since the 
“Section on Income Maintenance’’ (including the fi- 
nancing of Health Care cost), went on record in favor 
of Social Security Health Legislation. Many other sec- 
tions differed with this view, but proponents of HR 
4222 will utilize this section’s vote in their attempt to 
socialize care for the aged. 


Six members of Oklahoma’s twenty-four delegates 
were physicians. 


Committee Recommendations 


1. Your committee observes that many worthwhile 
recommendations to improve the health care of the 
aged evolved from both conferences, and recommends 
continued interest and action on the part of the Okla- 
homa State Medical Association. 


a. The recommendations, particularly those aimed 
at state and local participation, should be studied 
and screened by the succeeding OSMA Committee 
on Aging, and next year’s efforts should be concen- 
trated on one or two practical objectives. 


2. Your committee recommends that a statewide 
study be undertaken in Oklahoma, to determine the 
scope of care presently available to the elderly and 
to advise any corrective action which may be shown 
to be necessary. 


3. Your committee urges all county medical so- 
cieties to develop or accelerate their interest in the 
health and welfare problems of the aged at the com- 
munity level, since it is felt that community action 
is the starting place for proving optimum health care 
for people of all ages. 


Section Il 


The Mental Health Committee feels the following 
items are of prime importance for the present and 
future mental health needs of our state. We hope that 
the Oklahoma State Medical Association will go on 
record endorsing these recommendations and_ that 
they can be implemented particularly in the legislative 
department of our state government. 


1. Competitive salaries for professional and non- 
professional employees. The base pay of our many 
non-professional employees in our state mental insti- 
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,tutions is not nearly high enough to attract qualified 
persons. With adequate funds, more qualified pro- 
fessional and non-professional individuals could be 
actually engaged in treatment procedures. With bet- 
ter and more intensive treatment, a greater number 
of patients could be treated, and the turnover rate 
increased, thereby increasing the value of each dollar 
spent. 


2. Because of our lack of funds for hiring an ade- 
quate number of trained people, it has become im- 
perative that we expand our training facilities for not 
only psychiatrists, but nurses, social workers, and 
clinical psychologists. These training programs which 
require additional funds are the only answer to our 
personnel shortage since it is nearly impossible to 
recruit these people from outside the state. 


3. There is great need to increase after-care facili- 
ties. These after-care facilities include not only ade- 
quate out-patient services, but also day~ hospitals 
located in heavily populated areas. If the mental pa- 
tient could receive treatment on a community level, 
fewer problems would arise along social and economic 
lines, and the tremendous shortage of bed spaces in 
our large mental institutions would be reduced. Also 
included in after-care services would be providing 
sheltered workshops for mental patients and the men- 
tally retarded who require continued supervision rather 
than necessarily needing hospitalization. These work- 
shops could allow patients to be productive and con- 
tribute to their own support and to the support of their 
families outside the institutional setting. Also follow- 
up of patients after their release from mental hos- 
pitals is an important phase of after-care, particularly 
social service departments in the various state in- 
stitutions, need strengthening with additional workers 
and more qualified people. These people could pro- 
vide support to the patient and to the agencies in the 
community who are working with the patient after 
his release from the mental hospital. 


4. Adequate funds for the establishment of a hos- 
pital or center for the treatment of emotionally ill 
children is sorely needed in our state. We have no 
such facility in existence at this time. 


5. Special facilities are also needed for the treat- 
ment of alcoholics and drug addicts. At present there 
are no such facilities in our state. 


6. Liberalizing of admission procedures to our vari- 
ous state institutions are also needed by means of 
modifying existing state mental health laws. 


7. An important part of any growing and productive 
treatment center is an expansion and greater emphasis 
on research. This can be incorporated as a part of a 
training program in all the various state institutions. 


8. With the increase in training facilities more psy- 
chiatrists can be available for practice in smaller 
towns and communities in our state; thereby, prevent- 
ing much of the increasing load of patients requiring 
hospitalization. The training and treatment facilities 
at the Oklahoma University Medical Center are par- 
ticularly needed. Currently there are only twenty in- 
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patient beds at the medical center provided for psy- 
chiatry even though the building facilities have been 
completed for many years. The staffing of these beds 
is not possible with present appropriations. Expan- 
sion of these facilities would aid materially in provid- 
ing necessary, trained personnel in our state. 


9. A special center should be provided for treatment 
of criminally insane. This could best be accomplished 
by the establishment of a psychiatric treatment center 
at our state penitentiary at McAlester. 


10. The State Medical Association could aid ma- 
terially in the education of the public in regard to 
mental health principles by support and continued co- 
operation with the laymen’s organizations, the Okla- 
homa State Association for Mental Health, which has 
chapters in sixty of our state counties. 


Section Ill 


Last year, your Committee approved and reported 
the following recommendation: 


“A medical diagnostic rehabilitation facility (should) 
be established at the University of Oklahoma Medical 
Center, to which disabled individuals could, by proper 
referral, be evaluated en toto through a team approach 
of all medical specialists and co-medical personnel to 
determine and coordinate the individual’s rehabilita- 
tion objective and treatment with the necessary co- 
operation of all private and public groups and agencies 
that might be so concerned.”’ 


Since that time, the Special Committee on Rehabili- 
tation Services (State Legislative Council) has con- 
curred in the recommendation of the Oklahoma State 
Medical Association committee. 


Officials of the University of Oklahoma Medical Cen- 
ter have been consulted by the legislative group and 
a plan has been devised which appears to closely paral- 
lel the original recommendation of your committee. 
It is anticipated that a diagnostic and evaluation serv- 
ice will be initiated at the school in a limited way on 
July 1, 1961. 


Legislation to authorize the establishment of this 
center is now being proposed. It is your committee’s 
understanding that this legislation will require that 
all patients referred to the center must have first 
been seen by a practicing physician. Furthermore, 
the committee is told that all patients will be referred 
back to their local physicians for treatment or remedial 
surgery. Only those who require intensive rehabilita- 
tion programs not available through the local com- 
munity will be treated at the center. 


Since the final bill has not been submitted to your 
committee, this report does not request an endorse- 
ment of the program. Suffice to request that your 
committee be authorized to continue to assist in the 
planning of this worthwhile undertaking. 


Along this line, your committee has recently re- 
viewed its original action, and has further delineated 
its position through the following interpretations: 
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1. Patients could be referred to this facility from 
any state or local agency, such as the Department of 
Public Welfare, Department of Vocational Rehabilita- 
tion, Industrial Commission, or State Health Depart- 
ment, or from a private physician. 


2. The facility should be an evaluation center, so 
equipped with personnel and facilities to be able to 
estimate the existing disabilities and what degree of 
recovery could be anticipated from the proper type of 
treatment. The patient should then be referred back 
to his referring physician along with the recommended 
treatment. 


In another committee activity during the past year, 
an Oklahoma State Medical Association exhibit was 
prepared for the National Rehabilitation Association 
meeting, held in October in Oklahoma City. The pur- 
pose of this thirty-foot display was to portray the 
physician’s role in providing professional rehabilita- 
tion services. It was an outstanding, professionally- 
staffed display, and was well attended by the two 
thousand persons who attended the national meeting. 


Section IV 


If you will note, committee members represent the 
medical and surgical, public health, military, naval, 
civil defense, and administrative facets of the Dis- 
aster Mobilization problem. 


Committee Responsibility 


Disaster Medical Care is the only facet of Civil De- 
fense which is not directly under community, local, 
state or federal government control. This fact places 
a tremendous responsibility on the medical profession 
to prove that private enterprise is capable of respond- 
ing to emergency situations as well as do government- 
al agencies, such as fire and police departments. 


The State Medical Association and the State Health 
Department are mutually responsible for Disaster 
Medical Care and extremely close coordination be- 
tween the two is required. The Medical Association 
is the operational agency for the actual CARE, but 
the State Health Department has been designated by 
the State Plan as being responsible for this activity, 
and in addition has the allied health personnel, public 
health, sanitation, and radiation survey problems. 


The AMA published a study on the medical care prob- 
lem at the request of the OCDM. The OSMA is like- 
wise cooperating with the State Health Department. 
The coordination is so close that the OSMA-CD Chair- 
man is on the staff of the commissioner and the com- 
missioner is on our CD Committee. This would seem 
to be an ideal arrangement. 


The responsibilities of this committee are as follows: 


a. Planning, education and training, and other- 
wise preparing for Disaster Medical Care. 


b. Coordination with allied health professions, hos- 
pital, sanitary, and public health personnel via the 
State Health Department. 


Both responsibilities are being exploited. 
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Activities 

1. Committee Meetings. 

The Committee has had two formal meetings with 
nearly 100 per cent attendance, plus important guests. 

2. National and Regional Meetings. 

The committee has been represented at the national 
meeting on Disaster Medical Care at the Palmer House 
in Chicago, November 4-6, 1960, at the regional meet- 
ing of the AMA Committee on Disaster Medical Care 
at the Roosevelt Hotel, New Orleans, February 19, 
1961. 

3. Journal OSMA Disaster Medical Care Issue. 

The entire May issue of the Journal of the OSMA is 
being devoted to Disaster Medical Care. The editorial, 
the president’s page, the auxiliary page, and special 
and scientific articles, and the news will all be slanted 
toward explaining the threat we face; the national, 
state and local plans; and some details on handling 
mass casualties. This should be a great issue. 

4. More Interest. 

There is much more interest in the subject as evi- 
denced by: 

a) Visitors at our meetings. 

b) Contributions to our Journal issue by several 
physicians in the state. 

c) Attendance at various conferences by several 
physicians from the OSMA. 

d) Attendance at various MEND short courses, 
conferences, and/or meetings on the subject by 
approximately 100 state physicians. 

e) Establishment of CD library and files at the 
OSMA Headquarters, duplicated at the Okla- 
homa State Department of Health. 

f) Participation of committee members and other 
physicians in speaking to outside groups—P.T.A., 
military, school and hospital staffs, 

g) Prepositioning of active CD emergency hospitals 
throughout the state. 

Liaison with Other OSMA Committees. 

a) The committee has encouraged the Legislative 
Committee to proceed with ‘‘Good Samaritan” 
type legislation. 

b) The committee has met with the Postgraduate 
Education committee concerning Disaster Med- 
ical Education, either as a separate postgraduate 
medical course or in the form of lectures at 
county medical societies and/or hospital staffs. 
6. Exhibit Planned for State Meeting. 

The committee has reserved space for an exhibit at 
the State Meeting and hopes to have a model of the 
200-bed CDEH (Civil Defense Emergency Hospital). 


ul 


7. Civil Defense Coordinator Appointed for Okla- 
homa State Health Department. 


Although not a result of this committee’s work, the 
appointment of Major Charles W. Dutreau, U.S. Army 
Retired, as Civil Defense Coordinator at the Oklahoma 
State Department of Health, was hailed by the com- 
mittee as a real step forward. Liaison between phy- 
sicians, hospitals, allied health personnel have been 
shifted to Major Dutreau’s office. 
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8. MEND Program Active. 

Another program which was not the product of this 
committee, but which program is vital to the success 
of this committee’s function is the MEND program 
at the University of Oklahoma School of Medicine. 
Outstanding guest lecturers, instruction by the 0O.U. 
faculty, and visual education has been integrated into 
the regular curriculum at the school. 


Recommendations and Future Projects 

The Civil Defense Committee recommends that: 

1. Name. 

The name of this committee be changed to “DIS- 
ASTER MEDICAL CARE” committee, to conform 
with the AMA committees. 

2. Appointments. 

The chairman of the committee be appointed for a 
two-year period, or that the ‘‘chairman-elect” be known 
a year in advance, so that his personal education could 
be more fully developed. : 

3. State Plan. 

The committee assist and advise the State Commis- 
sioner of Health on the re-writes of the Health Annex 
to the Oklahoma State Plan. 

4. Council on Allied Health Personnel. 


The OSMA officially recommend to the Governor and 
the Commissioner of Health that representatives of 
all the allied health disciplines be organized into a 
council as ‘‘special staff’’ for the Director of Disaster 
Medical Care. 

5. Stockpiling Supplies. 

That all physicians in the state be encouraged to 
“‘stockpile’’ the medical supplies which they constantly 
use in their practice. It seems there are no drug 
manufacturers in the state, and wholesale drug houses 
do not carry large inventories. 

6. Registration. 


That the OSMA urge the Governor or State Legis- 
lature to institute a state-wide registration of ALL 
(not limited to medical) citizens, particularly with 
regard to any propensities which might be utilized in 
disaster medical care such as: a) previous military 
experience; b) experience in radiation sickness; c) 
experience in mass feeding; etc. The Civil Defense 
Committee’s future projects include: 

1. County society coordination—mutual assistance. 

2. Identification cards and assignments. 

3. Staffs for the fourteen prepositioned CDEH. 

4. Prepositioned supplies; emergency treatment-type 


station. 
5. Medical supply problem. 
Section V 


On the several occasions when this committee has 
met during the past year, it has made a sincere effort 
to counsel with representatives of the State Health 
Department and to form recommendations to its par- 
ent group, the Council on Public Health, along lines 
mutually acceptable to the profession and the depart- 
ment. 

Significant among the actions taken this year are 
the following, which were transmitted to the Council 
on Public Health for final judgment. 
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1. It is recommended that routine determination of 
Rh factors on prenatal S.T.S. be discontinued by 
the Health Department, except on physician re- 
quest. 

2. The committee recognizes the concern of the Health 
Department over distribution and administration 
problems which may be faced with the advent of 
live polio vaccine. It recommends that special 
measures be taken soon by the Council on Pub- 
lic Health to minimize future problems. 

4. The penicillin phrophylaxis program of the Health 
Department to provide penicillin for rheumatic 
fever and rheumatic heart disease cases is rec- 
ommended for approval. Under this program, 
jointly sponsored by the Health Department and 
the Oklahoma State Heart Association, bicillin and 
buffered potassium penicillin G are supplied 
through private physicians and/or county health 
units to indigent state residents not already cov- 
ered by the Crippled Children’s program. 

The penicillin is issued on prescription from the 
physician, and is available through the county 
health department. This program is designed to 
demonstrate the value of this type of applied pre- 
ventive medicine. At the same time, no patient 
is denied the benefits of continuous prophyiaxis 
because of financial inability to obtain the peni- 
cillin. 

5. Regarding House Joint Resolution 511, a resolu- 
tion recognizing the Oklahoma Nursing Home As- 
sociation as an evaluation agency to classify homes 
for welfare payment purposes, the committee sup- 
ports the commendatory nature of the resolution, 
but believes the evaluation of nursing homes 
should properly remain the function of an existing 
state department. It is therefore recommended 
that the resolution should only commend the pro- 
gram as one of accreditation. 

6. Recognizing that the Governor’s Budget A would 
decrease the State Health Department’s budget 
by $24,000 annually, the committee recommends 
an increase in the appropriation for the State 
Health Department. 

The Council on Public Health also wishes to go on 
record in recommending to the House of Delegates the 
addition of a Committee on Highway Safety. This to 
coincide with the proper committee now functioning 
nationally under the AMA. The Council felt a tre- 
mendous amount of good could be done by this com- 
mittee in furnishing materials, speakers, etc. to civic 
bodies, and possibly a great number of lives could be 
saved by its function. 

Last but not least the Council felt that committees 
and their members should be active throughout the 
year and through their actions all facets of problems 
could be discussed and possibly solved, thus relieving 
the Executive Board and the Executive Staff of much 
unnecessary work and worry. 

This concludes the annual report of the Council on 
Public Health. 


COUNCIL ON PUBLIC POLICY 
J. R. Stacy, M.D., Chairman 
The Council on Public Policy is comprised of the 
following Committees: 


July, 1961—Volume 54, Number 7 





State Legislative: R. Q. Goodwin, M.D., Chair- 
man (Section I). 

Federal Legislative: J. R. Stacy, M.D., Chairman 
(Section II). 

Medico-Legal Relations: Marshall O. Hart, M.D., 
Chairman. 

Grievance: Bruce R. Hinson, M.D., Chairman 
(Section ITI). 


SECTION | 


The State Legislature has numerous measures be- 
fore it, including appropriations for the State Health 
Department, Mental Health, etc. Your committee, 
however, is particularly interested in the following 
bills: 

Senate Bill 81: The medical examiner bill has been 
passed by the Senate, but has been held on the cal- 
endar by a motion of Senator Dacus to reconsider the 
vote by which it was passed. 

House Bill 1024: ‘Providing for the legal corporate 
practice of medicine in the state has been introduced 
in the House. 

Senate Bill 291: The ‘Good Samaritan’’ Bill, pro- 
viding for immunity from civil action when emergency 
help is rendered at the site of an accident, is pending 
in the Senate. 

House Bill 892: Provides for the creation of a med- 
ical panel to review differences of opinion between 
physicians. The bill is in the House Committee on 
Insurance and there has been no hearing. 


SECTION Il 


During the past year the problems of Federal Legis- 
lation have principally been the threat and defeat of 
the Forand Bill and the enactment of the Kerr-Mills 
Bill. 

Our current concern in this session of Congress is 
the Anderson-King-Kennedy bill. It provides social 
security hospital coverage for those receiving social 
security benefits. It provides professional fees paid 
through the hospitals to radiologists, pathologists, an- 
esthestists, psychiatrists, interns, residents and any 
other physician-employees of a hospital. This bill is 
labeled by the administration as not being a socialized 
medical bill in as much as it does not provide direct 
payment of fees to physicians. The AMA has officially 
opposed such a misleading interpretation to the public. 
The bill is a big step toward federal and hospital con- 
trol of our profession. It also further amplifies the 
unsound social security program. 

Every effort should be made to educate our profes- 
sional and lay associates on this dangerous and ex- 
pensive program. The House of Representatives Ways 
and Means Committee should be repeatedly contacted 
expressing our opposition to further Federal medical 
activity of any sort. 

Your Committee on Federal Legislation made num- 
erous personal and indirect contacts with our Senators 
and Congressmen in opposition to the Forand Bill. 
Our county medical societies cooperated well in these 
efforts. Meetings were held with other professional 
groups to engage their support. 

Your committee made no recommendation regard- 
ing its stand on the Kerr-Mills bill in deference to 
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the stand of the AMA. Fortunately, there was no 
necessity to encourage its enactment in the State of 
Oklahoma. 

The Tulsa and Oklahoma County Medical Societies 
officially opposed the appointment of Professor Wilbur 
Cohen as Assistant Secretary to HEW Cabinet member 
Ribicoff. Despite the delay of two months pending 
FBI clearance, Cohen was confirmed by a Senate 
vote of 5 to 3. Only eight senators out of 100 voted 
on the confirmation. Our Oklahoma Senators sup- 
ported Cohen. 

As to future policies of our Federal Legislative Com- 
mittee, we make the recommendation that every mem- 
ber of the State Medical Association assume the re- 
sponsibility of becoming well informed on current na- 
tional and international events and take a position of 
positive leadership in as many local community ac- 
tivities as possible. Socialized medicine is only a small 
facet of the total threat of creeping socialism in the 
United States and throughout the world. We have 
gone nearly half the way and have been promised 
that we will ‘“‘fall like overripe fruit’’ into the waiting 
arms of the USSR. 

In brief, our recommendations are, Improve and 
Educate Self—assume responsibilities of leadership in 
our community—especially in precincts and wards but 
also in churches, schools and civic organizations. Plans 
are underway to create an association Speaker’s Bu- 
reau. Also, the Federal Legislative Committee will 
accelerate its activities to keep the profession abreast 
of the legislative picture, through the medium of 
newsletters. 


SECTION Ill 

As all of you know, the Constitution and By-Laws 
of the Oklahoma State Medical Association creates the 
Grievance Committee to be made up of the immediate 
five past presidents living in the State of Oklahoma. 

The Grievance Committee has met on the second 
Sunday of each month with the exception of the sum- 
mer months, and with one exception when the com- 
plaints before the Committee did not warrant a meet- 
ing. 

During the year 1960-61 your committee considered 
thirty-one cases of which twenty-five have been closed 
and, of course, six are current. 

Of the cases considered by the committee, they fall 
into three main categories: fees, lack of medical at- 
tention, and civic criticism of local hospital and med- 
ical care. 

While the committee would be presumptuous to as- 
sume it had settled all cases to the satisfaction of all 
concerned, it would nevertheless make the comment 
that in its opinion the spirit of cooperation on the part 
of both parties in a complaint has been to try to 
develop a better understanding between the Medical 
Profession and the Public. 

Your committee will continue its efforts to bridge 
this gap. 


COUNCIL ON INSURANCE 


Bruce R. Hinson, M.D., Chairman 
The Council on Insurance is comprised of the fol- 
lowing committees: 
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Professional Liability: Doctor Ralph A. Smith, 
Oklahoma City, Chairman (Section I). 

Group Insurance: Doctor E. C. Yeary, Ponca 
City, Chairman (Section II). 


SECTION | 
In your folder you can review the report of the 
Professional Liability Committee. It is obvious from 
this report that the committee has exercised its duties 
as it pertains to professional liability cases brought 
against physicians and will continue to do so. 


SECTION il 

The report from the Group Insurance Committee 
also speaks for itself. The group life insurance pro- 
gram is currently in the black and the accident and 
health program is in a transition period wherein your 
Council feels, as the reports indicate, the members 
are now insured with a company wherein subsequent 
liabilities can be taken care of with no question or 
doubt. - 


COUNCIL ON PROFESSIONAL 
EDUCATION 


R. R. Hannas, Jr., M.D., Chairman 


The Council on Professional Education is comprised 
of the following Committees: 


Postgraduate Education: Doctor R. R. Hannas, 
Jr., Sentinel, Chairman (Section I). 

Medical School Liaison: Doctor Gregory E. Stan- 
bro, Oklahoma City, Chairman (Section II). 

AMEF: Doctor John M. Taylor, Kingfisher, Chair- 
man (Section III). 


SECTION | 


The Postgraduate Education Committee has, in con- 
junction with the University of Oklahoma School of 
Medicine, sponsored three Regional Postgraduate 
Courses (held at Ponca City, Lawton, and Muskogee), 
all well attended; a Roundtable Postgraduate Course 
at the Oklahoma University Medical Center on Prob- 
lems in General Practice; and it has begun work on 
a series of postgraduate television programs for future 
use and reception in our homes. The Committee has 
also worked out plans for a Loan, Grant-in-Aid, and 
Scholarship Fund for the University of Oklahoma 
medical students to encourage an increase in both the 
number and quality of medical students. 


Recommendations 

1. That the Regional Postgraduate Courses started 
this year be continued next year on a monthly basis 
from September through April, and that $1,200 be 
allotted by the Oklahoma State Medical Association, 
to be used if needed, in support of this program. 

2. That the Oklahoma State Medical Association 
agree to sponsor, in conjunction with the University 
of Oklahoma School of Medicine, a series of television 
programs utilizing the services of the Educational 
Television Service at the University of Oklahoma, with 
no funds to be appropriated by this Association for 
this purpose until such time as expenses may be ac- 
curately estimated and other means of financing ex- 
plored. 

3. That a loan, scholarship, and grant-in-aid fund 
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be established at the University of Oklahoma School 
of Medicine to be known as the Oklahoma State Med- 
ical Association Loan and Scholarship Fund; this fund 
to be provided by a State Association dues increase 
at $5.00 per year per member; $3.00 of which is to 
be used for the establishment of a Loan Fund, and 
$2.00 of which is to be used for scholarships and 
grants-in-aid; and that such monies appropriated by 
the OSMA for this purpose shall be available for dis- 
tribution by the University of Oklahoma School of 
Medicine with the advice and counsel of the immediate 
past-president of this Association, and that if the 
House of Delegates of the OSMA votes this increase 
in dues of $5.00, it shall be set aside in a special 
fund for the purposes described above. Repayment of 
monies loaned by this fund shall begin within five 
(5) years of graduation from medical school, shall be 
repaid within three (3) years of the beginning of re- 
payment and shall bear three per cent (3%) interest 
annually, beginning one year after the borrower gradu- 
ates from medical school. All loans, scholarships, 
and grants-in-aid awarded under this program shall 
be reviewed each year by the Postgraduate Educa- 
tion Committee of the OSMA and a report shall be 
made to the Council and House of Delegates, and this 
program shall be re-evaluated at the end of five 
years and such changes recommended as are deemed 
necessary. 


SECTION Il 


The Medical School Liaison Committee has developed 
a plan utilizing the members of this Association and 
the Oklahoma University School of Medicine staff to in- 
form and encourage prospective premedical students 
to follow careers in medicine and particularly to attend 
our State Medical School. 


Recommendations 


1. That each councilor shall appoint, within his 
district, a team or teams of physicians, who shall be 
available to discuss with interested highschool students 
the basic requirements for medical school admission. 
The President or Executive Secretary of the Oklahoma 
State Medical Association shall notify the principal 
of each highschool that such groups exist, urge their 
use, and inform these principals who such physicians 
are in their respective area. In order that the ma- 
terial presented shall have uniformity and be factual, 
the Liaison Committee shall prepare a brochure list- 
ing requirements for entrance to a medical school. 
This brochure shall also contain tuition costs for med- 
ical schools in and adjacent to the State of Oklahoma. 
While it is recognized that some students, because of 
family ties or religious affiliation, may not choose to 
enter the University of Oklahoma School of Medicine, 
it is hoped that the several advisory teams will urge 
these young people to consider the University of Okla- 
homa as their school of choice. 

2. The Dean of the University of Oklahoma School 
of Medicine shall be requested to inform the Liaison 
Committee of the State Medical Association, of the 
various steps that he considers most effective for 
raising the level of interest among college students 
in our various four-year colleges, concerning a career 
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in medicine. The Oklahoma State Medical Association 
shall pledge its assistance in carrying out such a pro- 
gram, giving aid through its administrative offices, 
local societies or committees that may be peculiarly 
adapted to this endeavor. 

3. It is further recommended that in order to insure 
continuity of this program, the Medical School Liaison 
Committee be pemanently constituted and that the 
function of Medical Education Encouragement be as- 
signed to this committee. 


SECTION Iil 
A new committee has been appointed to supervise 
American Medical Education Foundation activities. 
With the aid of loyal individuals in our Association 
and in the Woman’s Auxiliary, the AMEF donations 
continue to increase, though at a slow rate. 


COUNCIL ON SOCIO-ECONOMIC 
ACTIVITIES 
Mark R. Johnson, M.D., Chairman 


The Council on Socio-Economic Activities is com- 
prised of the following Committees: 

Public Welfare: Doctor Alfred T. Baker, Durant, 
Chairman (Section I). 

Labor and Miscellaneous Third Party Programs: 
Doctor Joe L. Duer, Woodward, Chairman (Section 
THE). 

Industrial Health: Doctor Charles M. O'Leary, 
Oklahoma City, Chairman (Section III). 

Prepaid Medical Care: Doctor Frank J. Nelson, 
Tulsa, Chairman (Section IV). 


SECTION | 

The report period began with a financial crisis for 
the welfare medical care program. It ends with plans 
for relatively broad extensions and the expenditure of 
even greater funds. Steps are being taken to tailor 
the program along the lines of the Kerr-Mills bill which 
has received the support of the State Association. A 
debate rages between the Oklahoma State Hospital As- 
sociation and the Department of Public Welfare as the 
former group pushes its campaign to obtain full per 
diem reimbursement and the right to bill directly all 
welfare patients who have utilized hospital facilities. 
Official audits and restrictive legislation are being 
called for. Classification of nursing homes has been 
accomplished and has paved the way for pro-rated 
reimbursement for such care. Funds have been made 
available to provide some remuneration for physicians’ 
services rendered in nursing homes. A proposal that 
the program provide monies for the purchase of cer- 
tain drugs has been heard. A growing number of phy- 
sicians are asking reimbursement for the care of chil- 
dren. As the resources and limits of the program are 
being expanded a most vital and pertinent question 
remains unanswered: How many people need how 
much care? 

The recommendations of the committee are as fol- 
lows: 

1. That the welfare medical care program supported 
by the members of the Oklahoma State Medical Asso- 
ciation be tailored to conform to the principal pattern 
of the Kerr-Mills bill; that it be designed to meet the 
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true needs of the indigent sick and that it do nothing 
to create need through the provision of services; that 
monetary assistance from tax funds be acknowledged 
as an ultimate and not a primary resource; that the 
customary patient-physician relationships remain un- 
altered. 

2. That the State Medical Association inform the 
Oklahoma State Hospital Association that it feels fam- 
ily, and community responsibilities should be nurtured 
and preserved and that it cannot therefore support the 
Hospital Association’s demand for full cost reimburse- 
ment through tax sources. 

3. That in the eventuality the medical care program 
is broadened to include the purchase of drugs, such 
provision be limited to prescription items as defined 
by state and federal laws, specifically to exclude all 
items which could be purchased without prescriptions. 

4. That professional medical representation be of- 
fered and solicited in the maintenance, supervision 
and development of all phases of the medical care 
program. 

5. That further consideration be given to the en- 
dorsement of payment for physicians services in the 
care of children. 


SECTION Il 


In spite of some study devoted to the problem, the 
Committee on Labor and Miscellaneous Third Party 
Programs does not feel sufficiently informed or ex- 
perienced to recommend a definite protocol for the 
establishment of such a relationship. A vast amount 
of effort has been expended by interested groups at the 


national level, but as yet no generally acceptable plan 
has been presented. 

The recommendation is, therefore, that the com- 
mittee continue to study and evaluate all proposals 
which may be presented by recognized professional 
groups, local and national. 


SECTION Ill 


In an effort to support and expedite the develop- 
ment of effective industrial health programs, your 
Committee on Industrial Health recommends that pilot 
surveys be conducted in Oklahoma and Tulsa Counties 
in which physicians in these areas will be asked to 
complete questionnaires regarding their willingness and 
qualifications for participating in industrial health 
work. 

If successful, such techniques will be employed in 
other counties and will eventually lead to a records 
system at the state level. By using such information, 
it is believed that effective industrial health programs 
can be developed which will not broach medical ethics 
and will serve the best interests of physicians and 
industry. 


SECTION IV 


Recommendations from the Prepaid Medical Care 
Committee are as follows: 

1. That the California Relative Value Schedule be 
adopted as a basis upon which to structure the Blue 
Shield allowances (anesthesia on a time basis). Changes 
may be made at the suggestion of specialty organiza- 
tions or members-at-large. 
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_ 2. That unit values of $3.00, $3.50, and $4.00, re- 
spectively, be applied to the California schedule, there- 
by creating three acts of Blue Shield allowances, 

3. That Blue Shield implement these schedules in 
accordance with its best judgment; but it is also 
recommended that the scope of the benefits offered 
should be directly related to the cost of the medical 
practice in the various economic areas of the state, 
to the extent that an individual may insure himself 
against approximately 80-85% of the cost of profession- 


al services in his community. 


4. That Blue Shield determine the economic areas 
of the state on the basis of its records which indicate 


average billed charges. 


5. That this program be placed into effect by Blue 


Shield as soon as possible; and it is requested that 
the final plan approved by the Blue Shield Board be 
presented to the review of the OSMA Committee. 

6. That the fee schedules not be printed, but that 
information regarding the basis of determination, in- 
cluding the relationships of the three sets of allowances 
to the average charges in each economic area, be 
made available to necessarily interested parties. 

7. That the President of the OSMA request the House 
of Delegates to clarify the question: ‘Are service 
contracts by counties or income bracket in accord 
with the policy of the State Medical Association?’’ 

8. That other insurance carriers be urged to make 
use of the California Relative Value Schedule. 

This report and these recommendations are respec- 
tively submitted for your information and action. 


NECROLOGY REPORT 


Charles Jerome Alexander, M.D. 


Roscoe C. Baker, M.D. 
Loren Guy Blackmer, M.D. 
Claude Starr Chambers, M.D. 
William Charles Cole, M.D. 
William Albert Cook, M.D. 
Emory Speer Crow, M.D. 
John Lewis Day, M.D. 
Albert Nila Earnest, M.D. 
Herman Otis Gowey, M.D. 
Elizabeth Ann Grantham, M.D. 
John Evans Heatley, M.D. 
Finis W. Henderson, M.D. 
Allen Clarence Kramer, M.D. 
John Henderson Lamb, M.D. 
Wilson Hewett Lane, M.D. 


Robert Kerr McIntosh, Jr., M.D. 


Charles F. Moore, M.D. 

Paul Mote, M.D. 

Waldo Bee Newell, Sr., M.D. 
John Fish Park, M.D. 

Howe K. Riddle, M.D. 

Samuel Price Ross, M.D. 
Albert Loeb Salomon, M.D. 

H. A. Shoemaker, M.D. 

Oscar J. Street, M.D. 

Claude Bryan Waters, M.D. 
Jesse Lawrence Wharton, M.D. 
Charles Edgar White, M.D. 
Reuben Worrell Williams, M.D. 


Clinton 

Enid 

Hooker 

Seminole 

Lawton 

Tulsa 

Olustee 
Woodward 
Muskogee 
Newkirk 

Seattle, Wash. 
Oklahoma City 
Fort Worth Texas 
Tulsa 

Oklahoma City 
Oklahoma City 
Tahlequah 
Durant 
Fairhope, Alabama 
Enid 

McAlester 
Coweta 
Oklahoma City 
Norman 
Oklahoma City 
Gould 

Pawnee 

Sulphur 
Muskogee 
Phoenix, Arizona 


Journal of the Oklahoma State Medical Association 








